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to those that will one day decide to no longer be a part of the negative statistics that are  
 
keeping African Americans sick.  My ultimate desire is that this research study will be  
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 The current study investigated the role of masculinity, mental health stigma, 
religious coping, and cultural mistrust in accounting for attitudes toward psychological 
help-seeking in African American men. While masculinity and mental health stigma are 
known to predict attitudes toward help-seeking, it was expected that religious coping and 
cultural mistrust might also be significant predictors in a sample of African American 
men. Participants from the study consisted of 133 African American men.  The majority 
of participants were from one predominantly White university in the midsouthern part of 
the United States and one historically Black university in the southeastern part of the 
United States. A regression analysis was used to analyze the data.  The hypothesis that 
masculinity and mental health stigma would account for a significant unique proportion 
of the variance in attitudes toward psychological help-seeking was confirmed.  The 
hypothesis that religious coping and cultural mistrust would be significant predictors of 
help-seeking attitudes was not supported by the current study.  The results add to the 
literature by supporting the importance of the masculinity and stigma constructs in a 
sample of African American men and suggesting that cultural mistrust may not be as 
important in explaining the underutilization of mental health services by African 
American men as previously suggested.  Clinical implications and directions for future 
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 The present study focused on a sample of African American men and their 
attitudes toward help-seeking behaviors.  This study was based on previous research that 
has separately examined help-seeking behaviors among men (Mansfield, Addis, & 
Courtenay, 2005) and among African Americans (e.g., Townes, Chavez-Korrell, & 
Cunningham, 2009).  Previous research has also addressed the role of attitudes toward 
help-seeking and mental health and sociocultural predictors of help-seeking attitudes and 
behaviors (Neighbors & Jackson, 1984).  Research has recognized the connections 
between cultural mistrust and help-seeking, religious coping and help-seeking, 
masculinity and help-seeking, and mental health stigma and help-seeking (Corrigan & 
Mathews, 2003; Dunn & Horgas, 2000; Levant, Wimer, Williams, Smalley, & Noronha, 
2009; Townes et al., 2009). However, the literature has failed to look at these variables in 
combination with African American men.  Recognizing the role that cultural constructs 
play when predicting help-seeking attitudes, cultural mistrust, masculinity, stigma, and 
religious coping were examined to identify their relevance in predicting help-seeking 
attitudes in African American men. 
 Research has shown that, compared to women, men have lower levels of seeking 
assistance for a range of problems (Wills & DePaulo, 1991).  The stark contrast between 
men’s and women’s help-seeking behaviors has been noted as a concern in the emerging 
literature (Abreu, Goodyear, Campos, & Newcomb, 2000; Addis & Mahalik, 2003; 
Hayes & Mahalik, 2000).  Men have decreased levels of seeking assistance for both 
physical and mental health help-seeking issues.  In 1996, the Department of Health and 
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Human Services [DHHS] reported a seven year discrepancy in life spans for men and 
women (www.hhs.gov).  In addition, death rates for men were higher for all of the fifteen 
leading causes of death.  In 2007, The Center for Disease Control [CDC] reported that 
men were more likely to have at least 6 out of 10 of the common infectious diseases 
(www.cdc.gov).   While shorter life spans and higher death rates are not solely related to 
lower rates of help-seeking, a reluctance to seek assistance for health disorders certainly 
plays an important role.  When comparing physical health disparities, men have a higher 
likelihood of going at least two years or more between contacts with a physician 
(Anderson, Kochanek, & Murphy, 1997).  The delay in seeking medical services does not 
seem to be a function of good health.  Courtenay (2000a) noted that not only are men less 
likely to seek professional help, but that they are also afflicted with higher rates of 
prominent physical illnesses such as heart disease, lung cancer, and diabetes.   
Similar low rates are found when looking at help-seeking behavioral patterns for 
mental health concerns.  Men of all races have a tendency to seek help less frequently for 
problems such as alcohol use, substance use, and mental illness (Courtenay, 2000b).  In 
an overview of psychiatric disorders in the United States, Robins, Locke, and Regier 
(1991) noted lifetime psychiatric rates of 36% for men and 30% for women.  These 
findings highlight how men have a higher prevalence of mental health disorders than do 
women, but seek treatment less often (Good, Dell, & Mintz, 1989).  This problem is 
anything but minor, as mental health symptoms can often become exacerbated if left 
untreated and may lead to overall health deterioration (Smith, Tran, & Thompson, 2008). 
By the time men do seek treatment, their symptoms have worsened. 
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While the previous literature addressed the help-seeking attitudes and behaviors 
of men of all races, there are also differences in help-seeking by race. Several studies 
have found that African Americans are less willing than Whites to seek mental health 
service (Neighbors & Jackson, 1984; Temkin-Greener & Clark, 1988).  African 
American men have been found to have lower rates of help-seeking behaviors when 
compared to African American women (Neighbors et al., 2007).  In fact, Neighbors et al. 
(2007) found that African Americans with decreased likelihood of seeking services 
tended to be young and male.  It is important to begin understanding the factors that 
decrease the likelihood of help-seeking by African-American men. 
 Members of cultural minority groups underutilize mental health services (Sue & 
Sue, 2003).  Much of this underutilization has been attributed to the association of formal 
help-seeking with Westernized patterns of functioning.  For ethnic minority groups, 
research is consistent in supporting that racial minorities have lower rates of help-seeking 
when compared to Whites (Obasi & Leong, 2009).  For example, research on Asian 
Americans shows a tendency for this group to underutilize counseling services, and to 
turn to family, friends, and the community for support (Maki & Kitano, 2002).  In 
Chang’s (2001) study on the coping styles of Asian Americans, differences between 
Asian Americans and Caucasian Americans were found.  Findings showed that Caucasian 
students were more likely to seek professional help, while their Asian counterparts used 
more avoidant strategies such as social isolation to manage stressful situations.  Padgett, 
Patrick, Burns, and Schlesinger (1994) conducted a study across several ethnic groups to 
identify mental health utilization for insured individuals.  The results of this study 
showed that Whites were almost twice more likely to utilize mental health services than 
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African Americans or Hispanics.  In the same study, African Americans and Hispanics 
were likely to have 2.64 fewer mental health related appointments during a given year.  
These studies highlight the disparities of mental health utilization between Whites and 
ethnic minority groups.     
In research among ethnic minority groups, African Americans often have some of 
the lowest rates of help-seeking behaviors (Perrone, Sedlack, & Alexander, 2001).  In a 
population of college students, help-seeking behaviors were explored across ethnic 
groups (Perrone et al., 2001). Findings of this study revealed that Whites, Asian 
Americans, and Native Americans had greater likelihoods of seeking mental health 
services than African Americans.  Thurston and Phares (2008) conducted a recent study 
on mental health service utilization among African American and Caucasian parents and 
reported that White parents used services more than African American parents.  In a 
study on the 12-month mental health service use by African Americans and Caribbean 
Blacks, African Americans were found to have significantly lower rates of utilizing 
mental health services (Neighbors et al., 2007).  Approximately 6% percent of 
respondents with mild mental health disorders were likely to utilize mental health 
services and only about 20% with serious mental health issues were likely to receive 
services.  These statistics are alarming, considering the severity of presenting problems 
that can accompany individuals with serious mental health disorders.  Having such severe 
mental health issues without seeking the appropriate treatment can be detrimental to the 
well-being of oneself and others.  For instance, if left untreated, mental illness can result 
in severe depression, destructive behavioral patterns, and in some cases even suicide 
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attempts.  Understanding why such mental health disparities exist is important in 
decreasing mental health related problems within the African American community.   
While the research on African American men and help-seeking attitudes has been 
sparse, the literature has highlighted that one of the best mechanisms of controlling such 
health disparities is to focus attention on health behaviors and various factors that 
contribute to health and health-care behaviors (Courtenay, 2000a).  Mental health 
professionals should be aware of the contributing factors to help-seeking attitudes in 
order to maximize treatment effectiveness and begin to understand contributing factors to 
service underutilization.  As a result, this study examined four important factors that may 
impact the attitudes toward psychological help-seeking for African American men. One 
such possible variable explaining this disparity is cultural mistrust that African 
Americans might experience when engaging with mental health services. 
Cultural Mistrust     
Terrell and Terrell (1981) first used the term cultural mistrust to describe a 
theoretical understanding for the distrust and guarded behavior that African Americans 
sometimes demonstrate towards Whites.  African Americans tend to harbor feelings of 
distrust towards White-dominated systems and professional settings (Whaley, 2001a).  
Whaley (2001b) suggested that much of the mistrust that African Americans feel towards 
Whites (including mental health professionals) stems from a history of racism, prejudice, 
and stereotypes. African Americans have harbored resentment towards Whites for a 
history of oppression and therefore believe that White practitioners may perpetuate such 
cycles within therapeutic settings.   
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The American Psychological Association (APA, 2004) reported that 1.7% of 
psychologists identified as African American.  Similar statistics hold true for other 
mental health professionals.  The Center for Mental Health Services (2004) reported that 
1.6%, 6.4%, and 3.8% of psychiatrists, social workers, and counselors respectively were 
African American.  Despite such low likelihoods of being treated by an African 
American mental health professional, African American clients still tend to prefer a 
counselor of their same racial group (Thompson, Bazile, & Akbar, 2004).  In a help-
seeking context, cultural mistrust implies that African Americans might prefer to 
participate in mental health services when being treated by a practitioner of their own 
race.   
Recently, Townes et al. (2009) examined preferences for an African American 
counselor among a group of African Americans.  Participants identified their preference 
for an African American counselor in 10 different mental health situations.  Results of the 
study indicated that those with higher levels of cultural mistrust preferred an African 
American clinician.  African Americans have endured a history of violence and negative 
stereotypes; African American men, in particular, have been at the center of this 
historical experience.  Thus, cultural mistrust may be an important factor in deterring 
African American men from seeking mental health services.  For African American men, 
not only does cultural mistrust play a role in help-seeking behaviors, but adhering to 
normative standards of masculinity might also influence their willingness to seek help. 
Masculinity  
Research has focused attention on the gap in help-seeking behaviors between men 
and women (Addis & Mahalik, 2003).  Having previously noted gender discrepancies, 
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research has shifted towards identifying variations of help-seeking within the male 
population (Abreu et al., 2000; O’Neil, Good, & Holmes, 1995).  Levant and Richmond 
(2007) discussed the idea of masculinity ideology, which is the extent to which men 
endorse traditional male role norms. The idea of a traditional male role norm has been 
established as a means of highlighting societal definitions of the characteristics to which 
men "should" adhere (Pleck, Sonenstein, & Ku, 1993).  Gender role socialization 
theorists highlight the importance of men abiding by traditional male role norms based 
upon the culture in which they live.  Such traditional roles deemphasize help-seeking 
behaviors including asking others for help, emotional dependence, and the labeling of 
feelings of distress (Addis & Mahalik, 2003).  Considering some of the traits (i.e., 
leadership, independence, stoicism, toughness, and responsibility) associated with 
traditional male role norms, it is clear that the endorsement of traditional masculinity 
reduces the likelihood of help-seeking behaviors (Courtenay, 2000a).   
The development of a masculine ideology occurs through a socialization process.  
From a young age, men are given messages about what it means to be masculine (Smith 
et al., 2008).  Men are socialized to believe that they must be strong, tough, and self-
reliant (Courtenay, 2000a).  In contrast to such messages, those who seek psychological 
help have often been labeled as weak, feminine, and having limited self-control 
(Corrigan, 2004).  The term gender role conflict was introduced in the literature to 
highlight adverse consequences for men who do not follow traditional gender roles such 
as masculinity (O’Neil et al., 1995).  Men experiencing gender role conflict are prone to 
an increase in behaviors associated with mental illness, but a decrease in help-seeking for 
such issues (Good & Mintz, 1990).   
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As a socially developed construct, masculinity can take on different meanings 
among ethnic groups (Pleck et al., 1993).  African American men must somehow balance 
what it means to be a man with what it means to be an African American within their 
culture. The adoption of traditional White male masculinity can be problematic for some 
African American men.  Traditional White masculinity roles have some admirable 
qualities, such as goal attainment and maintaining strength.  However, traits such as 
individuality, dominance, and power can often be contrary to traditional worldviews of 
the African American community.  In a comprehensive study of what it means to be an 
African American man, Hammond and Mattis (2005) found responsibility and 
accountability were of the utmost importance.  In addition to these traits, African 
American men endorsed leadership, stability, spirituality-religiosity, good moral 
character, and interconnectedness among family and friends.  For this population, 
manhood was defined by not only how one carries himself, but by the perception that was 
held by others.  With themes of strength and leadership playing such a major role in what 
the definition of African American masculinity is, the expression of a culturally 
appropriate masculinity ideology (i.e., strength, responsibility, stability) may decrease the 
likelihood of asking for help when needed.   
A research study conducted by Cazenave (as cited in Majors & Billson, 1992) 
identified a unique approach to conceptualizing masculinity among African American 
men.  Looking at the impact of racism, age, and socioeconomic status on the gender role 
perceptions of African American versus White men, Cazenave found that African 
American men tend to endorse traditional masculine roles of aggressiveness, 
competitiveness, success at work, and self-confidence as more traditional masculine 
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roles.  However, the results also showed that African American men endorsed gentleness, 
warmth, and standing up for their beliefs.  While these results may not be indicative for 
all African American men, they do suggest distinctive masculine characteristics that may 
impact their attitudes toward help-seeking.  The way that African American men perceive 
their masculine roles may reduce their desire to seek mental health services for problems 
that they encounter.  However, if African American men construct their definition of 
masculinity differently than Caucasian men, then their understanding of masculinity 
might have a different relationship with help-seeking.   
Research has supported the connection between masculinity, problems 
encountered, and attitudes toward seeking help (Addis & Mahalik, 2003).   Given the 
incongruence between maintaining masculinity traits and a positive attitude toward help-
seeking, men are often forced to choose between being masculine or asking for help.  
African Americans have traditionally sought support in their religious affiliations.  Given 
African American men's limited usage of professional services, it is possible they utilize 
a different mechanism to support themselves when they are in need of help.  African 
American men may use religious coping, rather than formal mental health services, when 
they are distressed.  Their use of religious coping could be a contributing factor to less 
positive attitudes toward formal help-seeking. 
Religious Coping  
 Religious coping is a more recently introduced construct that may be connected 
to attitudes toward help-seeking for African Americans. Religious coping refers to 
religiously based behavioral, cognitive, and cultural patterns that individuals use to assist 
in the management of stressful or undesired events (Taylor, Chatters, & Levin, 2004).  
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Some examples include prayer, utilizing religious social networks, and adopting religious 
practices that are in line with one’s religious-based coping strategy.  Spirituality and 
religious coping have been documented as important components of African American 
culture (Dunn & Horgas, 2000).  Specifically for ethnic minority groups, religiosity has 
been seen as a correlate to help-seeking behaviors (So, Gilbert, & Romero, 2005).  
African Americans have been found to utilize religiosity as a means of coping with 
psychosocial stressors (Boyd-Franklin, 1989).  Due to this cultural value on religiosity as 
a means of coping, it is possible that religious coping is related to lower rates of help-
seeking behavior. Of note, religious coping can be one of many forms of coping.  One 
can utilize this strategy along with professional or other standard help-seeking practices, 
but it also may be used in place of professional health care.     
The use of religious coping strategies has been reported more with African 
Americans than with Whites (Dunn & Horgas, 2000).  Operating from a more communal 
worldview, African Americans may heavily rely on community networks rather than 
mental health professionals to deal with their problems (Obasi & Leong, 2009).  This 
pattern may be a result of the connection between religious coping and sociocultural 
factors (i.e., racism, institutional structures).  Dunn and Horgas (2000) reported that 
African Americans were more likely to use religious coping in response to medical 
concerns, racism, and sociocultural concerns (i.e., poverty, care giving). While African 
Americans have overall higher levels of using religious based coping strategies, the 
literature supports that African American men endorse traditional religious coping less 
than women (Hammond, Banks, & Mattis, 2006).  These findings raise questions 
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surrounding the connection between religious coping and attitudes toward help-seeking 
for African American men.  
Mental Health Stigma 
   One of the major reasons that individuals shy away from mental health treatment 
is due to the stigma that is often associated with help-seeking (Gary, 2005). Gary (2005) 
referred to stigma as a series of cognitions, behaviors, and viewpoints that adversely 
impact individuals to reject seeking mental health services.  Ultimately, mental health 
stigma can cause society to form negative judgments about those with mental illness, or 
seeking mental health assistance.  Consequently, this causes those who are in need of 
mental health services to reject appropriate care in order to avoid any potential labels, 
stigmas, prejudice, or discrimination.  The role of stigma is particularly present in the 
African American community. 
The stigma of mental health concerns among African Americans is often 
associated with feelings of shame and embarrassment (Wallace & Constantine, 2005).  In 
fact, the literature purports that the stigma held within many of the African American 
communities is that professional mental health services are only utilized by individuals 
who are labeled as truly “crazy” (Constantine, Chen, & Ceesay, 1997).  Negative 
emotions, coupled with such stigmas can prevent some African Americans from holding 
positive attitudes toward help-seeking behaviors (Snowden, 2001).     
Control Variables  
 Socioeconomic status (SES) encompasses the place people are located in the 
social hierarchical order.  This is often determined by such factors as age, ethnicity, job, 
and education level.  Understanding the socioeconomic status of African Americans is 
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important in comprehending their attitudes toward help-seeking.  The literature has been 
somewhat divided in identifying the role of SES in the help-seeking attitudes of African 
Americans.  However, it has been noted that racial and ethnic groups that have poorer 
health status are from a lower socioeconomic status (Kahn, Pearson, & Harrison, 1992).  
In fact, those with a lower SES are considered to have increased levels of stress and 
biologically based medical conditions.  Because of limited access to healthcare, lower 
SES may lead to exacerbated symptoms, lower quality of medical care, and later 
diagnoses of more severe disorders.  Studies have highlighted that African Americans of 
a lower SES had increased likelihoods of utilizing mental health services (Neighbors, 
1991).  Duncan and Johnson (2007) reported that while African American men showed 
more negative attitudes toward mental health services, those of a lower socioeconomic 
status were more likely to have positive views towards seeking help.  SES can be a major 
factor in impacting one’s accessibility to mental health services. Since the effect of SES 
on attitudes toward help-seeking is unclear, SES was used as one of the control variables 
in the study.  
 Psychological distress is a construct that has been studied for some time now, and 
that has been found to have a relationship to help-seeking.  Some research has proposed 
an inverse relationship between psychological distress and attitudes toward help-seeking, 
such that as psychological distress increases, more negative attitudes towards help-
seeking emerge.  Similarly, psychological distress may evoke a negative fear toward 
seeking psychological help, as such individuals may want to avoid highly emotional 
situations (Obasi & Leong, 2009).  Komiya, Good, and Sherrod (2000) offered a different 
perspective on the relationship between these two constructs.  In a sample of college 
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students, the authors found a direct relationship between psychological distress and help-
seeking in which greater psychological problem severity significantly contributed to 
positive attitudes about help-seeking.  Because of the effect that psychological distress 
has had on attitudes toward help-seeking, for the purposes of this study, it served as 
control variable. 
The literature has been inconsistent in research surrounding the relationship 
between age and help-seeking.  Neighbors and Jackson (1984) found that older African 
Americans had more positive views toward seeking professional mental and physical 
help.  As African Americans aged, they began to experience more physical problems and 
emotional stress, which led them to seek professional services.  Duncan (2003) studied 
African American male college students, and reported similar help-seeking patterns of 
help-seeking attitudes in older males.  To the contrary, Willis and DePaulo (1991) found 
that as age increases, help-seeking tends to decrease.  Based on the research reporting 
differences of help-seeking attitudes and behaviors by age, this variable was controlled 
within the current study.  
Research Question 
 While masculinity, religious coping, cultural mistrust, and stigma have been 
studied separately in relation to help-seeking, no study has examined the role that these 
combined constructs play in attitudes toward help-seeking for African American men.  It 
has been noted that African-American men have decreased levels of help-seeking 
behaviors, but increased levels of physical and mental health problems (Addis & 
Mahalik, 2003). Therefore, in an effort to increase mental health utilization in this 
population (and also to decrease mental and physical problems), it seems important to 
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identify how the discussed variables may impact attitudes toward seeking mental health 
services for African American men.  As a result of the information provided above, the 
research question for this study was:  
After controlling for psychological distress, age, and socioeconomic status, how 
much variance in help-seeking is explained by masculinity, cultural mistrust, stigma, and 
religious coping among African American men? The hypothesis was that after controlling 
for psychological distress, age, and socioeconomic status, masculinity, religious coping, 
mental health stigma, and cultural mistrust would all account for a significant unique 
proportion of the variance in attitudes toward help-seeking.  Based on previous literature, 
it was hypothesized that masculinity would account for the largest proportion of variance, 






Review of the Literature 
This chapter reviews literature in the area of attitudes toward help-seeking 
behaviors as they relate to African American men.  First a review of overall help-seeking 
among African Americans is discussed.  Next, cultural mistrust theory and research are 
reviewed. Following this, a look at masculinity, and its connection to help-seeking with 
African American men are discussed.  Religious coping, a newer construct in the 
discussion on attitudes toward help-seeking equation, is also introduced.  Finally, mental 
health stigma is discussed as one of the variables that could impact attitudes toward help-
seeking.  A brief literature review of the three control variables, psychological distress, 
age, and socioeconomic status, is also included. 
A considerable body of previous research exists on the help-seeking behaviors 
and attitudes of racial and cultural minority group members.  While the literature supports 
that mental health services are generally underutilized by all people (Kushner & Sher, 
1991), these numbers vary according to race, gender, and socioeconomic status.  When 
therapy usage for ethnic groups is compared to White Americans, there is a clear 
discrepancy in counseling utilization among these groups.  Minority groups tend to use 
psychological and counseling services less commonly than Caucasian individuals 
(Thompson, Neville, Weathers, & Poston, 1990). Kearney, Draper, and Baron (2005) 
studied the counseling utilization of a large sample of help-seeking college students.  
Results showed that Caucasian students had significantly higher therapy attendance than 
any ethnic minority group.  In contrast to the notion that higher levels of distress 
explained the higher attendance, higher levels of stress were found in Asian American, 
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Latino, and African American students compared to Caucasian students.  These findings 
suggest that ethnic minority clients, including college students, are less likely to take 
advantage of therapy services, even when they are experiencing distress. 
Help-seeking and Characteristics of African Americans  
 For the current study, the psychological help-seeking attitudes of African 
Americans are of particular interest.  Rates of counseling utilization are low among this 
population, suggesting that they also have less favorable attitudes about help-seeking 
(Snowden, 1999).  Cooper et al. (2003) studied the acceptability of treatment for 
depression among Hispanic, White, and African American primary care patients.  For 
example, Hispanics and African Americans were less likely than Whites to feel that 
counseling or antidepressant medications were acceptable mechanisms for treatment.  
While Hispanics were less likely to find counseling acceptable than Whites, African 
Americans had the least likelihood of finding acceptability for any type of mental health 
treatment.  These findings suggests that racial and ethnic differences, or variables 
associated with specific racial and ethnic groups, account for unwillingness to seek 
treatment for depression.  
 Townes et al. (2009) found that African Americans tend to seek therapy under 
different circumstances compared to White individuals.  African Americans more often 
sought treatment during emergency or mandated situations (Hu, Snowden, Jerrell, & 
Nguyen, 1991).  Hu et al.’s study suggested other ethnic minority group patterns of usage 
(i.e., Asians and Hispanics) appear to be reasonably appropriate in meeting their needs 
while African American patterns of usage continue to be cause for concern.  Because 
African Americans are not utilizing mental health services in great numbers, their levels 
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of physical and mental health problems are increasing.  Griffith, Allen, and Gunter (2011) 
conducted a focus group study on barriers toward medical help-seeking for African 
American men.  Of the participants, the majority noted that they experienced some 
underlying fear behind seeking help, particularly due to interactions with medical 
providers and limited guidance from physicians related to helping them move toward 
change.   Similarly, in a study on ethnic and gender differences in help-seeking college 
students, Sheu and Sedlaceck (2004) reported that African Americans tend to seek 
counseling for educational or impersonal concerns, rather than deep rooted emotional or 
psychological turmoil.  Such findings suggest a cultural component that may hinder 
African Americans from placing themselves into a more intense or vulnerable, but 
potentially useful, level of counseling.    
African American men are particularly at risk for developing mental health and 
physical health problems (Addis & Mahalik, 2003).  Despite elevated health problems, 
they are one of the groups that are least likely to seek services for such issues.  While the 
overall African American population has been found to have lower rates of help-seeking 
behaviors, gender differences within this community have been noted as well.  African 
American females have higher rates of help-seeking behaviors than African American 
men (Hu et al., 1991).  This is consistent with research on the general population.  
Research has identified that men of all racial and ethnic groups are less likely than 
women to seek help for physical health problems, mental health issues, substance abuse, 
and psychiatric illness (Mansfield et al., 2005). These differences in treatment utilization 
would not be problematic if they accurately reflected the incidence rates of physical and 
emotional disorders. Unfortunately, while men have lower rates of seeking help, they 
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have higher rates of problems.  Griffith, Allen, and Gunter (2010) conducted a study on 
the help-seeking attitudes of urban African American men.  In this study, fear was 
identified as one of the primary inhibitors in seeking medical treatment.  From a cultural 
perspective, many of these individuals identified that the men in their lives had not 
modeled proper help-seeking behaviors, and so, therefore, these individuals were not 
socialized to seek medical care.   
 This research on help-seeking rates raises important concerns for psychologists, 
sociologists, and medical professionals.  What are the variables inhibiting African 
American men from seeking treatment, particularly when they experience elevated rates 
of medical and psychiatric concerns? Although research has addressed variables related 
to help-seeking attitudes, the current literature has not fully examined how potential 
variables explaining limited help-seeking among African American men work in 
conjunction with each other.  To provide a context for discussing the combination of 
previously identified variables related to attitudes toward help-seeking, a brief review of 
the literature on the role of masculinity, cultural mistrust, stigma, and religious coping in 
help-seeking behaviors is discussed.  Help-seeking is a critical component in the delivery 
of effective health care services.  It is believed that further understanding of the way these 
variables combine to explain attitudes toward help-seeking may ultimately allow for 
interventions that increase the help-seeking behaviors of African American men.   
Cultural Mistrust 
In order to fully understand how to work with marginalized populations, 
clinicians must acquire some understanding of the cultural context in which each cultural 
group operates.  African American culture includes a history of slavery and fighting for 
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civil rights.  Such historical experiences have a relationship to the decreased usage of 
mental health services (Whaley, 2001b).  Theorists suggest that African Americans have 
developed a healthy type of cultural paranoia as a result of the experiences encountered; 
such thinking regarding interactions with the dominant culture has been passed down 
through generations (Terrell & Terrell, 1981) 
  Cultural mistrust is a term that has emerged to describe a culturally healthy 
negative reaction to Westernized culture for some African Americans.  Grier and Cobbs 
(1968) first developed the term “healthy cultural paranoia” to describe the response that 
many African Americans have towards racism and oppression. Much of this is based on a 
history of repeated negative experiences with the dominant culture. There has been much 
debate surrounding the use of the word “paranoia” as some believe it can be stigmatizing 
and affiliated with pathology.  Terrell and Terrell (1981) later used the term cultural 
mistrust to describe a basis for the distrust and guarded behavior that African Americans 
sometime demonstrate towards Whites.  Cultural mistrust states that experiencing 
negative experiences based on one’s race or ethnicity can be cause for an overall distrust 
for others; particularly those outside of their cultural group. This becomes relevant for 
psychologists and mental health professionals because a trusting relationship is identified 
as foundational to effective psychotherapy. In its absence, or anticipated absence, ethnic 
minority clients are less likely to seek mental health treatment or remain in treatment 
once started.  
Through the development of the Cultural Mistrust Inventory (CMI), Terrell and 
Terrell (1981) reported that African Americans exhibited increased levels of suspicious 
cognitions in educational, interpersonal, vocational, political, and legal realms. This idea 
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of cultural mistrust also extends into the mental health field.  Some research has 
emphasized how the therapeutic setting is seen as synonymous with society, where 
African Americans risk being subjected to racism or oppression (Townes et al., 2009).  
Having the same power relationship with White Americans inside the therapy context 
(i.e., more powerful White clinician, less powerful African American client) may 
increase feelings of cultural mistrust (Ridley, 1984).   
Research has identified how higher levels of cultural mistrust are associated with 
lower levels of help-seeking.  In particular, several studies have looked at how an 
interracial dyad between White counselors and African American clients can increase 
cultural mistrust.  In a recent study, Townes et al. (2009) looked at how predictive 
variables of racial identity, cultural mistrust, and help-seeking attitudes were in counselor 
preference.  Using a sample of African American adults, they found that those high in 
cultural mistrust were more likely to pursue counseling services if they were able to have 
an African American counselor.  Working with someone whom they perceived as 
understanding and non-judgmental was important in help-seeking behaviors.  Consistent 
with Whaley’s (2001c) study among a sample of African American psychiatric hospital 
patients, those with high levels of mistrust also had more negative attitudes toward White 
mental health professionals. Whaley (2001a) conducted a meta-analysis of 22 empirical 
research studies related to cultural mistrust among African Americans.  His findings 
revealed that cultural mistrust within mental health settings was similar to cultural 
mistrust in other psychosocial settings.   
Consistent with Whaley’s (2001a) hypothesis, African Americans viewed White 
clinicians and overall counseling services in a similar context as they viewed society as a 
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whole; a microcosm in which they may be subjected to oppression or racism.  In essence, 
the cultural mistrust that African Americans feel in the “world” translates into therapy, 
potentially causing the aforementioned help-seeking disparities between African 
Americans and Whites.  African Americans high in cultural mistrust may think, “Why 
would I want to subject myself to additional racism or oppression within a therapeutic 
context?”  Such high levels of cultural mistrust and paranoia prevent them from seeking 
and obtaining the services necessary to relieve their mental health symptoms.  Overall, 
research has supported that African Americans are less likely to seek mental health 
services and less likely to prefer a White counselor (Sue & Sue, 2003).  In addition, those 
that do enter therapy are more likely to prematurely terminate from therapy than White 
clients. 
African American men may have higher levels of cultural mistrust than women.  
Society holds more negative stereotypes and misconceptions about African American 
men than African American women, and may act upon these stereotypes.  Associations 
about aggressive and violent African American men are prevalent not only within the 
general public, but also are found in those providing mental health services (Whaley, 
2004).  Whaley (2005) also noted that White Americans tend to place negative 
stereotypes on African American men more often than on African American women.  
African American men are often more likely to be labeled as aggressive or violent.  These 
negative stereotypes are often heightened by negative images of African American men 
that are portrayed through music videos and news media. Since mental health 
professionals are exposed to these negative images as much as anyone else, they may 
project these images onto the men that present for therapy, who then perceive that they 
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are being viewed through a racial lens.  Such stereotypical responses can not only 
increase anger, but also increase levels of mistrust, paranoia, and suspiciousness that 
African American men have for White Americans.  This perpetuates the cycle of cultural 
mistrust among African American men, and in the context of therapy may decrease 
positive attitudes toward help-seeking. 
Masculinity 
 Masculinity is an important construct that has been related to help-seeking 
behaviors (Mahalik, Good, & Englar-Carlson, 2003).  In fact, in some ways it can be 
dangerous to the health of men.  At the core of this research is how masculinity 
ideologies run counter to the attitudes that facilitate reaching out for help.   
Theories of masculinity postulate that masculinity ideology encompasses the 
extent to which men not just perform, but are socialized into, a set of behaviors as 
normative (Levant & Richmond, 2007).  Traditional theories of gender role norms have 
focused on traits such as achieving success, rejecting femininity, maintaining 
independence, and being self reliant (Good & Wood, 1995).  Thompson and Pleck (1986) 
coined the term masculinity ideology to discuss how traditional masculinity can be 
socially constructed versus biologically based.  In addition, Thompson and Pleck (1986) 
characterized this construct of masculinity ideology through the following factors: status, 
toughness, and anti-femininity.  An individual endorses traditional masculinity ideology 
to the extent that he or she believes that men should obtain high status, remain tough, and 
avoid behaviors that may be deemed as feminine.  Men who endorse a traditional 
masculinity ideology have been found to have greater degrees of substance abuse, 
including alcohol and drugs, stress, and anger (Courtenay, 2000b).  Mahalik et al. (2003) 
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found that men who conformed to traditional male role norms were more likely to have 
increased alcohol use, tobacco use, and violent behavior.  The American Psychological 
Association (APA) discussed the impact of male socialization on help-seeking in a June 
2005 issue of the APA Monitor.  The publication provided research from the Addis and 
Mahalik (2003) study on the socialization of males.  The authors highlighted that it is 
often difficult to help men to attain positive attitudes toward therapy due to the demands 
that masculinity places on men to embody traits that are typically counter to those 
expected in therapy.  
Help-seeking behavior is one of many situations that require actions inconsistent 
with traditional masculinity.  For example, in research on male role norms and 
stereotypes, Levant et al. (1992) stated that masculinity ideology is characterized by self-
reliance, restricting emotions, and aggressive behavior.  Such behaviors are often 
consistent with society’s expectation of what a “man” should be, but potentially 
inconsistent with emotional health and help-seeking.  For instance, society tells men that 
emotional restriction, such as “men should never cry in public” is consistent with 
masculine roles (Levant et al., 2007). A man who endorses this belief is likely to be 
limited in his discussions of personal issues with others, decreasing his desire to seek 
professional mental health services.   
An important component of masculinity ideologies is that they are socially 
constructed and may differ based on the sociocultural experiences of the group. Much of 
the current literature on masculinity ideology is based on Eurocentric norms, failing to 
incorporate cultural aspects of masculinity.  In an effort to bring greater understanding to 
the cultural aspects of masculinity, Abreu et al. (2000) examined how ethnic belonging 
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related to traditional masculine ideology.  In a sample of African American, Caucasian, 
and Latino men, they found that ethnic belonging was the second highest predictor of 
traditional male gender roles.  This indicates the role of ethnicity or race in the adherence 
to masculine ideologies.    
Few research studies have examined the role of masculine ideology among 
African American men.  However, literature has found that African American men often 
face a double bind in identifying culturally appropriate and gender appropriate gender 
roles.  Wester, Vogel, Wei, and McLain (2006) looked at the role of racial identity in 
mediating the relationship between Gender Role Conflict (GRC) and psychological 
distress among a sample of African American men.  Findings revealed that those who 
internalized racist or negative societal standards of African American men really 
struggled with balancing Westernized masculinity ideology with more culturally 
appropriate gender roles.  As a result, African American men may struggle with 
balancing differing cultural definitions of masculinity. 
Hunter and Davis (1992) identified the four determinants of manhood for African 
American men: self-determinism and accountability, family, pride, and spirituality and 
humanism.  Through their research, they emphasized the role of interconnectedness and 
interpersonal relationships in the definition of masculinity for African American men.  It 
should be noted that this speaks to men as being leaders within family and friend 
networks.  In a qualitative study on defining manhood, one African American participant 
wrote the following about manhood: “manhood means being willing and able to lead” 
(Hammond & Mattis, 2005, p. 121).  Such definitions of masculinity can often contradict 
the goals of psychotherapy.  For example, in therapy, men may be encouraged to allow 
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the therapist to take on a leadership role, while they are asked to lean on them for 
support.  Being taught to be self-reliant, a leader, and mentally capable is not always 
synonymous with help-seeking behaviors.  For many African American men, asking for 
help is a sign of weakness.  This weakness is inherently connected to low levels of 
masculine behavior.  Thus, while an African American definition of masculinity may 
differ from the traditional western definition, there are still many components that are 
incongruent with help-seeking. 
Religious Coping 
 Spirituality and religion have been identified as important in the cultural 
development of many African Americans (Mendes, 1982).  Religious coping provides a 
framework for the values, cognitions, behaviors, and rituals to deal with stressful events.  
According to Jagers and Smith (1996), religion encompasses the ways in which 
spirituality manifests. Such rituals may include attending church service, talking with 
clergy, or praying daily.   Research on African American families has noted that the 
church has been seen as a source of strength and a coping mechanism for difficult 
situations (Boyd-Franklin, 1989).  Boyd-Franklin (1989) emphasized that the church 
provides support for the cultural discrimination that African Americans may experience 
outside of their social network.  Members are able to feel welcomed and understood by 
others in their religious community.    
In emerging literature, prayer has been highlighted as a coping mechanism for 
African Americans.  A recent study conducted by Chatters, Taylor, and Jackson (2008) 
investigated group (i.e., African Americans, Caribbean Blacks, and non-Hispanic Whites) 
differences in the importance of prayer in dealing with stressful situations.  They also 
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investigated using God as a source of strength and support in coping with difficult 
situations.  Results showed that 90.4% of African Americans felt that prayer was 
extremely important when dealing with stressful situations.   Similarly, approximately 
90% of African Americans looked to God for support and strength during difficult 
situations.  In a similar study, Taylor et al. (2004) found that 9 out of 10 African 
Americans prayed for themselves or asked for someone to pray for them when dealing 
with stressful situations.  These studies emphasize the role that prayer has in the 
utilization of religious coping strategies for African Americans.     
Churches can be a major way of expressing religious patterns for men as well.  
African American men comprise approximately 33%-40% of church congregations 
(Brown & Gary, 1994).  While many more African American females are active church 
members, there are still a number of African American men being “served” through 
religious affiliation. Research has found connections between religious affiliation and 
mental health symptoms.  Brown and Gary (1994) found that African American men who 
were affiliated with a church denomination exhibited fewer depressive symptoms. 
Findings also showed that those low on church attendance had increased rates of 
substance abuse and smoking.  Such findings suggest that those with higher levels of 
religious coping are either experiencing less psychological distress, or using the church as 
a source of support for mental health.  African American men who are affiliated with a 
religious faith may find themselves using their faith as a coping strategy for stress-related 
problems that arise rather than seeking out mental health services.  
Tepper, Rogers, Coleman, and Maloney (2001) conducted a study on religious 
coping strategies of over 400 persons with mental illness, in which 59% were men.  The 
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study yielded that over 80% of
 
participants used religious beliefs and coping strategies to 
deal with daily difficulties or stressors. In fact, more than half of the sample endorsed that 
as much as half of their religious coping strategies involved prayer and reading the Bible.  
The authors’ findings revealed that those with more severe mental illness were more 
likely to rely on religious coping strategies.  With a sample that was approximately 20% 
African American, these findings are consistent with other research studies on religious 
coping.  Such findings may be linked to why African Americans seek other coping 
strategies for their mental health needs as well as their attitudes toward seeking mental 
health services.  
African Americans who rely heavily on religious coping may also avoid 
professional mental health problems based on the belief that their faith will not be 
adequately addressed within therapy.  African Americans may struggle with therapists’ 
lack of attention to spiritually or religious based presenting problems (Constantine, 
Lewis, Conner, & Sanchez, 2000).  They may feel as though the cultural aspects of 
themselves are not being addressed.  Psychology is primarily based upon theory and 
scientific principles, and at times, religious tenets were associated with poor mental 
status.  For example, Freud (1927) viewed religious beliefs and practices as neurotic 
illusions.  Jones (1996) described mental health professionals as the following: “an 
atypical subpopulation in America today, with lower levels of religious participation and 
higher level of agnosticism, skepticism, and atheism than the general population” (p. 





Mental Health Stigma 
  Stigma surrounding mental health is a critical issue in the African American 
population.  The literature suggests that many Americans hold negative views about 
seeking professional mental health assistance (Rabkin, 1974).  Stigmas have been defined 
as stereotypes that the general public has about particular behaviors, attitudes, or groups 
of individuals (Mullen, Rozell, & Johnson, 1996).  Some of the stigmas about those with 
mental illness include that such individuals lack competence, are violent or dangerous, 
and experience character deficits.  Corrigan (2000) offered several constructs that impact 
the way Americans assess stigma: psychiatric symptoms, social-skills deficits, physical 
appearance, and labels, all of which can be connected to disorders or behaviors of those 
that seek mental health treatment. For example, the person that has depression may 
experience a lack of social-skills or a decline in physical appearance.   
Corrigan and Watson (2002) made a distinction between public stigma and self-
stigma.  Self-stigma refers to the internalization of labels by those who are stigmatized.  
Public stigma refers to those who are labeled and often receive adverse reactions from the 
public.  Corrigan and Mathews (2003) discussed how detrimental stigmas can be for 
people who are either publicly or self-stigmatized.  Similar to other individuals who may 
be part of a hidden minority group, such individuals tend to conceal or disregard their 
psychological distress merely to avoid the stigma that often accompanies it.  Corrigan and 
Mathews highlighted that mental health candidates may shy away from seeking services 
or deny symptoms in order to avoid being labeled and feeling ostracized.  This stigma can 
result in negative attitudes toward help-seeking behaviors.        
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The literature suggests that there is a cultural and racial aspect to stigma.  Ethnic 
minority groups tend to hold negative stigmas surrounding mental health. Alvidrez 
(1999) postulated that ethnic minority communities may have higher levels of stigma, 
causing them to be less likely to seek professional assistance for psychiatric problems.  In 
a sample of 187 African American, White, and Latina women, Alvidrez (1999) studied 
ethnic differences in mental health services.   African Americans had the highest 
endorsement of beliefs that mental health treatment is stigmatizing.  The author suggested 
that these findings may be even stronger for men.  Perhaps the stigma is associated with 
violations of male role norms.  If so, it is important to examine the two variables together 
to see if they have an additive effect.  In a similar study of almost 150 African 
Americans, Obasi and Leong (2009) researched the role of acculturation and 
psychological distress on attitudes toward help-seeking.  A negative relationship between 
psychological distress and confidence in therapist was found for participants who were 
less acculturated.  Their findings revealed that African Americans tend to have negative 
attitudes toward seeking psychological help, particularly due to the negative stigma 
attached to seeking professional help and being emotionally vulnerable in therapy.   
Rao, Feinglass, and Corrigan (2007) investigated ethnic group differences in 
mental illness stigma in a sample of African American, Asian American, Caucasian, and 
Latino community college students.  African Americans more strongly attached a stigma 
of violent and dangerous to those with mental illness.  In addition, they were more 
inclined to segregate themselves from persons with mental illness.  The Alvidrez (1999) 
and Rao et al. (2007) studies suggest that stigma related to mental illness is especially 
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prevalent in the African American population and could play an important role in 
determining attitudes toward help-seeking.   
In a recent radio broadcast, the director of the Howard University College of 
Medicine (2008) discussed how mental health stigma plagues the African American 
community. In his broadcast, he noted: 
The other has to do with the perceptions of African-Americans by the general 
community. We are seen as much less likely to become depressed. We are seen as 
much more likely to be, quote, crazy. We are much more likely to be hospitalized, 
much more likely to get involuntary treatment, much more likely to be treated in 
the emergency room, much less likely to be kept in the psychotherapy or even 
offered psychotherapy or newer treatments. Among our community there are also 
a number of barriers in terms of how we perceive mental illness. We tend to see 
that as a character flaw, a problem with the individual rather than an illness or a 
disease. We tend not to be familiar with the symptoms of mental illness, and when 
we do seek treatment we are much less likely to seek treatment from a mental 
health physician. We will go to a friend, a family member, the clergy, or our 
primary care providers. And when offered treatment, we are much more likely to 
refuse medication treatment, although we will do some counseling. (para.10) 
The research suggests the effects of stigma on help-seeking may be especially 
pronounced for African Americans.  Due to the previously discussed variables that may 
decrease help-seeking for African American men, it is important to research contributing 





Socioeconomic Status. Socioeconomic status (SES) is determined by where a 
person falls in the social hierarchy (Long, 2001).  This hierarchical system is influenced 
by job prestige and level of education. Understanding socioeconomic status is important 
when considering attitudes and utilization of mental health services.  The literature is 
divided on how help-seeking attitudes and usage of mental health services among African 
Americans is affected by SES.  In a study of 631 African Americans, Neighbors (1991) 
found that those from a lower SES were almost twice as likely to utilize mental health 
services such as community mental health centers as well as private practitioners.  
Duncan (2003) studied the relationship between SES and attitudes toward help-seeking.  
In a sample of African American college men, he found that those of a lower SES were 
more likely to have positive attitudes toward seeking psychological help.  Other literature 
has been unable to differentiate between African Americans of lower SES and those 
African Americans who may or may not have positive attitudes toward seeking 
professional help.  As a result of these equivocal findings, SES was included as a control 
variable in this study. 
Psychological Distress. Psychological distress has been linked to attitudes toward 
help-seeking.  There is a small body of literature that supports the notion that those in 
more psychological distress are less likely to have positive attitudes toward seeking help 
(Mojtabai, Olfson, & Mechanic, 2002).  For example, in the Obasi and Leong (2009) 
study, the authors found that in a sample of African Americans, as psychological distress 
increased, positive attitudes toward help-seeking decreased.  This inverse relationship 
could mirror the prevalence of mental health issues and the underutilization of such 
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services among African American men.  In a recent study conducted by the Department 
of Health and Human Services (2009), 10.6% of African Americans were identified as 
having psychological distress over the past year.  However, only about one quarter of 
those individuals sought mental health services.   
Another body of literature supports the notion that increased psychological 
distress increases positive attitudes and utilization of psychological help.  Walters, 
Buszewicz, Weich, and King (2008) looked at help-seeking attitudes for persons in 
psychological distress.  The authors reported that approximately half of those 
experiencing mild to moderate distress had positive attitudes toward therapy.  These 
positive attitudes increased with level of psychological distress.  Those experiencing 
severe distress were more likely to want formal therapy treatments for their psychological 
distress. Since psychological distress can impact an individual’s attitude toward seeking 
psychological services, this variable was used as a control variable.  Holding this variable 
constant assists in determining if a true relationship exists between attitudes toward help-
seeking and masculinity, cultural mistrust, religious coping, and stigma. 
Age. Age has been found to be related to attitudes toward seeking mental health 
treatment.  The literature reports equivocal findings on the relationship between these two 
constructs.  Some research studies have provided support for the idea that as age 
increases, more positive help-seeking attitudes evolve.  Berger, McMillan, Kelleher and 
Sellers (2005) studied gender role development, masculine ideology, and age in respect to 
help-seeking attitudes.  Their findings evidenced that younger males had less positive 
attitudes toward help-seeking.    In contrast to these results, Wills and DePaulo (1991) 
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found that males who were younger had more positive attitudes toward seeking 
psychological help.  Given the split in the literature, age was used as a control variable. 
 The major independent variables in this research were male role norms, cultural  
 
mistrust, religious coping, and mental health stigma. The major dependent variable in this 
research was attitudes toward help-seeking related to seeking help for psychological 
concerns. The data from this study were analyzed using a regression analysis in which 
help-seeking was regressed on masculinity, religious coping, cultural mistrust, and 
mental health stigma.  Socioeconomic status, psychological distress, and age were 
included as control variables since research has shown that help-seeking attitudes for men 









 The study examined the role of four variables in predicting help-seeking attitudes 
in African American men.  These four independent variables included: masculinity, 
cultural mistrust, religious coping, and mental health stigma.  The overarching goal was 
to identify the relative importance of these four variables in explaining variance in help-
seeking behaviors for African American men when considering all of them in 
combination.   
Participants 
Participants in this study were 133 African American men. The mean age of the 
sample was 32.87 (SD = 14.074) with ages ranging between 18 and 79 years. The 
majority of participants identified their current geographic location as residing in either 
the northeastern or southeastern part of the United States. Approximately 52% of the 
entire sample was currently enrolled in college.  Of those participants currently enrolled 
in college (n = 70), 20 identified themselves as college freshman (28.6%), 5 as 
sophomores (7.1%), 17 as juniors (24.3%), 10 as seniors (14.3%), 17 as graduate students 
(24.3%) and 1 (.8%) as other.  Almost 30% of the current sample held a graduate degree 
(n = 35).    
To fully understand the role of religion in the sample, participants were asked to 
answer questions about their religious identity.  The vast majority (97%) of participants 
identified with a religious affiliation.  Of those participants, 63.2% defined themselves as 
Christian, followed by 8.3% who described their religious affiliation as “other.”  The 
most common denomination that was identified was Baptist (37%).  Participants who 
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defined themselves as atheist or as having “no religious affiliation” did not complete the 
RCOPE and were not included in the analyses.  To explore African American men's 
exposure to counseling, participants were asked several questions related to personal and 
family experience with counseling.  The results showed that more than half (75.2%) of 
participants had no prior therapy experience.  Of those with previous counseling 
experience, 4.6% acknowledged current counseling experience. In comparison to their 
personal counseling experiences, 45% of participants reported that a family member or 
friend had been involved in counseling.   
 Power for this study is based on Cohen’s (1987) suggestion that .80 is the desired 
minimum for statistical power.  The existing literature was used to determine estimated 
effect sizes for the power analyses.  For the test of masculinity as it relates to attitudes 
toward help-seeking, Berger et al. (2005) found a large effect size of .5.  Obasi and Leong 
(2009) found a large effect size of .36 for mental health stigma in a sample of African and 
African Americans. Komiya et al. (2000) reported an effect size of .028 for psychological 
distress.  In a sample of African American men, Duncan (2003) found an effect size of 
.019 and .048 for cultural mistrust and SES respectively.  No study has directly examined 
the relationship between religious coping and attitudes toward help-seeking among 
African American men.  However, research suggests that African Americans who engage 
in religious coping strategies may use such practices as mechanisms of dealing with 
distress.  As a result, this variable was anticipated to produce a small effect size.  
Masculinity was hypothesized as having the largest effect on attitudes toward help-
seeking, followed by mental health stigma, cultural mistrust, and religious coping.  An a 
priori power analysis was conducted.  Using a medium effect size of .15, approximately 
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90 participants would be needed to achieve the recommended 80% power (Cohen, 1992; 
www.danielsoper.com). A post-hoc calculation of the effect size attributable to the set of 
variables of interest (e.g., masculinity, stigma, religious coping, and cultural mistrust) 
was .16 suggesting that the sample size of 133 was adequate. 
Measures 
Attitudes Toward Seeking Professional Psychological Help-Short Form. 
(ATSPPH-SF; Fischer & Farina, 1995).  Fischer and Turner (1970) developed the 
original length ATSPPH to measure an individual’s attitude toward seeking professional 
psychological assistance.  Participants respond on a 4-point Likert ranging from 0 
(disagree) to 3 (agree).  Fischer and Farina (1995) developed a shorter 10-item version of 
the same assessment to measure attitudes towards seeking psychological help.  Items are 
summed and scale scores range between 0 and 30.  Higher scores are indicative of a more 
positive attitude toward seeking psychological assistance.  Lower scores are indicative of 
a hesitancy to disclose personal issues or problems, even to a trained professional.  
Fischer and Farina (1995) reported a Cronbach’s alpha of .84 for the total scale in a 
sample of college students at a Northeastern university. Wallace and Constantine (2005) 
studied the relationship between attitudes toward help-seeking, Africentric cultural values 
(i.e., harmony, spirituality), psychological stigma, and self-concealment in a sample of 
African American students.  They reported internal consistency coefficients ranging from 
.70 to .80 with the ATSPPH-SF scores.  In a study on whether or not a particular theory 
of planned behavior could explain psychological help-seeking among a sample of young 
adult men, internal consistency was found to be .84 (Smith et al., 2008). Similar to 
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Fischer and Farina (1995) and Wallace and Constantine (2005), reliability for the 
ATSPPH-SF was .84 for this sample of African American men. 
 Elhai, Schweinle, and Anderson (2008) published the most comprehensive 
information pertaining to the reliability and validity of the ATSPPH-SF for a sample of 
college students and a sample of medical patients.  Internal consistency rates for the 
college student sample were found to be .77, while the medical patient sample alpha 
coefficients internal consistency was .78.  Higher ATSPPH-SF scores were associated 
with decreased stigma-related concerns about treatment (r = -.41).   
Male Role Norms Inventory-Revised. (MRNI-R; Levant & Fischer, 1998; 
Levant et al., 1992).  Levant et al. (1992) developed the original Male Role Norms 
Inventory (MRNI) to measure seven normative domains of traditional masculinity 
ideology.  The seven domains include the following: Avoidance of Femininity, Fear and 
Hatred of Homosexuals, Self-Reliance, Aggression, Achievement/Status, Non Relational 
Attitudes Toward Sex, and Restrictive Emotionality. It also includes a Non-Traditional 
Attitudes subscale. The newest version of this assessment is the MRNI-R (Levant et al., 
2007).  The MRNI-R consists of 53-items that measure culturally defined masculinity.   
The 53 normative statements include the seven subscales from the original MRNI, but 
with revised and updated items. The MRNI-R has removed the Non-traditional Attitudes 
subscale and made revisions to the content of the Self-Reliance sub-scale. The 
Dominance subscale replaced the Achievement/Status subscale.  Overall, the authors 
updated language used throughout the instrument in order to improve reliability of the 
subscales. Participants rate their extent of agreement or disagreement across a 7-point 
Likert scale (1 = strongly agree and 7 = strongly disagree).  Scoring changes were also 
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implemented with the changes to the MRNI-R.  Subscale means are calculated as well as 
a total scale score to determine endorsement of male role norms.  One sample item from 
the MRNI-R includes “A man should prefer watching action movies than reading 
romantic novels.”  Items on the subscales are averaged to create subscale scores.  Items 
on all subscales can also be averaged to create the Total Traditional Scale.   Possible 
scores range between 1 and 7 with higher scores indicating a stronger endorsement of 
traditional masculinity ideology.  For the purposes of this study, the Total Traditional 
Scale was used to assess masculine role norms. 
 The MRNI-R has been found to have good reliability and validity.  In fact, the 
MRNI-R (Levant, Smalley, et al., 2007) shows higher reliability than both the original 
MRNI and a shortened version, the MRNI-49. In a sample of 167 male and female 
undergraduate and graduate students from the Southeast United States, internal 
consistency for the sample as a whole were found to be: Avoidance of Femininity (.85), 
Fear and Hatred of Homosexuals (.91), Self-Reliance (.78), Aggression (.80), Dominance 
(which is the old "Achievement/Status" subscale, .84), Non Relational Attitudes Toward 
Sex (.79), Restrictive Emotionality (.86), and Total Traditional (.96).  In a more recent 
study of 197 college men, Levant, Winer et al. (2009) found internal consistency for the 
Total Traditional scale to be .97. Levant, Rankin, Williams, Hasan, and Smalley (2010) 
further evaluated the construct validity of the MRNI-R in a sample of college students.  
In this study, a Cronbach alpha of .98 was found.  The MRNI-R for the current sample 
yielded an acceptable Cronbach alpha of .95, which is similar to previously reported 
internal consistency measures. Levant et al. (2007b) found construct validity for the 
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instrument through strong intercorrelations between the MRNI-R and the Conformity to 
Male Role Norms Inventory (CMNI; Mahalik et al., 2003). 
Cultural Mistrust Inventory. (CMI; Terrell & Terrell, 1981). Terrell and Terrell 
(1981) developed the CMI as a measure of the mistrust that African Americans may 
experience towards White Americans. The CMI is a 48-item Likert scale inventory 
ranging from 1 (strongly disagree to 7 (strongly agree) (Terrell & Terrell, 1981). Item 
responses are summed and possible scores range from 48-336 with higher scores yielding 
higher cultural mistrust of Whites.  The assessment consists of four subscales including 
Interpersonal Relationship, Politics and Law, Education and Training, and Business and 
Work. Subscales can be combined for a total score.  Sample items from the CMI include 
the following: “Black parents should teach their children not to trust White teachers,” and 
“Blacks should be suspicious of a White person who tries to be friendly.”  Terrell and 
Terrell (1981) reported a test-retest reliability of .86 over a two week interval.  Scores for 
mistrust were positively correlated with high levels of racial discrimination, providing 
sound evidence of concurrent validity.   
 Numerous studies have assessed the reliability and validity of the CMI.  Whaley 
(2002) conducted a principal-component factor analysis on the CMI with a group of 
recently admitted African American psychiatric inpatients.  The analysis found 
significant support for the use of the total score as opposed to individual subscale scores. 
The coefficient alpha for Whaley’s (2002) sample was .85 for the total scale. The 
author’s psychometric analysis showed good convergent validity, particularly for those 
who may have nonclinical paranoia.  Evidence of good discriminant validity was found.  
In a more recent study, Moseley, Freed, Bullard, and Goold (2007) determined the 
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feasibility of administration and validated the internal consistency of the CMI in a sample 
of 69 African American parents. Results of the study found internal consistency for the 
CMI to be .92 for the total scale.  Subscale alpha coefficients ranged from .54 (ET) to .90 
(BW).   Of special note, 79% of parents in the study felt comfortable with the CMI. The 
current study used the total scale score. The total scale alpha coefficient for the current 
sample was .91. 
 Brief RCOPE. (Pargament, Koenig, & Perez, 2000).  Using religion as a way to 
cope with psychological distress has been quantified through the Brief RCOPE 
(Pargament et al., 2000).  The 14-item Brief RCOPE measures psychological, behavioral, 
cognitive, and spiritual areas of one’s life and how individuals make use of and view 
religious activities to functionally cope with stress.  It is different from other measures of 
religious coping, because it measures both positive and negative aspects of religious 
coping (Pargament et al., 1988).  The Brief RCOPE is divided into two subscales: 
Positive Religious Coping and Negative Religious Coping. Both subscales contain seven 
items. Positive coping items include “I sought God’s love and care” and “I focused on my 
religion to stop worrying about my problems.”  Negative coping items include such 
statements as “I wonder what I did for God to punish me” and “I wondered whether my 
church had abandoned me.”    
              Responses are scored on a 4-point Likert scale with answer choices ranging from 
1 (Not at All) to 4 (A Great Deal).  Higher scores yield higher levels of religious 
coping.  Subscale scores range from 7 to 28.  The current study focuses on the way in 
which people use religion as a positive means of coping with stressful situations that may 
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arise. For the purpose of this study, only the seven items that comprise the Positive 
Religious Coping subscale were used.            
            Pargament, Smith, Koenig, and Perez (1998) conducted a preliminary analysis of 
the Brief RCOPE in a diverse sample of Oklahoma church members.  Results 
yielded moderately high internal consistency of .87 for the positive scale for this 
sample.  Following this study, the authors assessed internal consistency with a sample of 
college students and found an internal consistency estimate of .90 for the positive 
scale. Pargament et al. (2000) later studied reliability and validity of the Brief RCOPE in 
a sample of college students and hospital patients.  Alpha scores of .80 to .91 were 
reported for the positive coping subscale. The alpha coefficient for the RCOPE yielded a 
reliability of .91 for the current sample.   
 Stigma Scale for Receiving Psychological Help. (SSRPH; Komiya, 2000).  The 
Stigma Scale for Receiving Psychological Help was designed to measure one’s 
perception of the stigmas that are attached to receiving psychological treatment (Komiya, 
2000).  The SSRPH includes five questions, which are rated on a scale of 0 (strongly 
disagree) to 3 (strongly agree).  Responses are summed for a total score.  Higher scores 
on the measure are indicative of a higher stigmatizing perception for receiving 
psychological treatment.  One of the sample items from the SSRPH is “Seeking a 
psychologist for emotional or interpersonal problems carries social stigma.” Golberstein, 
Eisenberg, and Gollust (2008) reported an internal consistency of .74 in a sample of 
2,782 college students. Komiya et al. (2000) conducted a factor analysis with the SSPRH 
with a sample of college students.  They identified one main factor.  An alpha coefficient 
of .72 was found, indicating acceptable internal consistency for the measure. For the 
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current sample, the SSRPH internal consistency level was .70. Good construct validity of 
the instrument was determined through a negative correlation between the SSRPH and 
the ATSPPH-SF (r = -.40, p < .0001) highlighting that individuals have a more positive 
outlook on seeking psychological help when there is less social stigma attached to it 
(Komiya et al., 2000).         
 Hopkins Symptom Checklist-21. (HSC-21; Green, Walkey, McCormick, & 
Taylor, 1988).  The 58-item version of the Hopkins Symptom Checklist was developed 
by Derogatis, Lipman, Rickels, Uhlenhuth, and Covi (1974).  This revised 21-item 
assessment measures one’s psychological and behavioral levels of distress.  The 
questionnaire allows respondents to rate the severity of symptoms that they have 
experienced within the past seven days.  Responses range from 0 (not at all) to 3 
(extremely).  Items are summed in order to determine the level of psychological 
symptoms.  Higher scores are indicative of more severe psychological symptoms.  
Through the use of exploratory factor analysis, three subscales with seven items were 
derived.  The subscales included the following: General Feelings of Distress, Somatic 
Distress, and Performance Difficulty.   
This checklist has been found to have good measures of reliability and validity.  
Subscale reliabilities were found to range from .75 to .86 (Green et al., 1988).  Using a 
cross-cultural sample of college students, Cepeda-Benito and Gleaves (2000) identified 
three subscales that consisted of seven items each: (1) Somatic Distress, (2) Performance 
Difficulty, and (3) General Feelings of Distress.  Good construct and discriminant 
validity were found, indicating that this instrument is appropriate for use with ethnic 
minorities.  In order to obtain a comprehensive assessment of psychological distress, it is 
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important to use the total score.  In a sample of college students, Komiya et al. (2000) 
reported an alpha of .86 for the total scale.  Cepeda-Benito and Short (1998) found 
similar results in their study surrounding the help-seeking attitudes of a sample of college 
students.  Their findings revealed an alpha of .88 for the total scale.  The total score was 
used in the current study, and the Cronbach alpha was .92 for the current sample. 
Demographics Questionnaire. Participants completed a brief demographics 
questionnaire that included general information such as age, educational level, 
socioeconomic status, religious affiliation, and previous use of counseling.  This 
information was used to define the socioeconomic variable and provide descriptive 
information for the sample. 
Procedure 
 Participants were recruited through a multitude of ways.  Following approval 
from the Institutional Review Board (IRB), a random list of e-mail addresses of African 
American male students enrolled at a mid-south university was generated and the 
announcement of the study was sent to those students. As an incentive to participate in 
the research study, these students were offered a $5.00 voucher for any eating 
establishment in the university student center. The survey was posted on the 
SurveyGizmo online research survey website. Those who were interested were able to 
gain direct access to the survey via the emails sent by the researcher. Once participants 
entered the SurveyGizmo website, they were prompted to read the consent form that 
explained their rights and responsibilities. If they indicated their consent, they were 
directed to the survey items.  Participants first completed the demographics questionnaire 
and then each of the following questionnaires: MRNI-R, ATSPPH-SF, SSRPH, HSC-21, 
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RCOPE, and the CMI. Participants at the southeastern university were collegiate athletes 
who were encouraged by their head coach to complete a paper and pencil version of the 
survey during a designated study hall hour.  
Listservs focused on men's issues were identified and information e-mails were 
sent to the listserv managers. Collegiate student organizations as well as predominantly 
African American male organizations were contacted.  The emails contained information 
about the purpose of the study, and how potential participants could access the survey. 
The primary investigator made contact with prominent African American 
community organizations such as the Urban League, graduate chapters of historically 
African-American fraternities, and national chapters of the 100 Black Men of America to 
solicit participation in this research study. These groups also received the announcement 
about the study with a link to access the survey.  In addition, the link to the survey was 
posted on the internet social media website known as Facebook.  This allowed those who 
were interested in participating in the study to do so at their leisure.  The snowball 
method was also implemented in data collection.  Through this method of collection, 
acquaintances of the researcher were contacted and asked if they were interested in 
completing the survey.  These participants were then encouraged to share the survey link 
with their acquaintances, ultimately creating the snowball effect. Non-student participants 
were provided an incentive to complete the study.  Upon completion, they were given the 
option of entering their email address to receive their choice of a $5.00 Amazon or 







 This study examined the degree to which masculinity, cultural mistrust, religious 
coping, and mental health stigma account for variance in attitudes toward help-seeking 
behaviors for African American men after controlling for psychological distress, age, and 
socioeconomic status.  For the purpose of this study, a regression analysis was used. The 
Statistical Package for Social Sciences (SPSS) version 18 was used to analyze data from 
this study.  Descriptive statistics were calculated, and preliminary analyses including 
testing for outliers, skewness, and kurtosis of the data were conducted to identify 
potential problems within the data set.  The variable inflation factors (VIF) and tolerance 
levels were assessed to determine potential problems with multicollinearity.  The VIF’s 
were 1.332, 1.248, 1.393, 1.478, 1.405, 1.173, and 1.176 for psychological distress, SES, 
age, masculinity, mental health stigma, religious coping, and cultural mistrust 
respectively.  Tolerance levels were .751, .801, .718, .676, .712, .852, and .851 for 
psychological distress, SES, age, masculinity, mental health stigma, religious coping, and 
cultural mistrust respectively. The VIF's and tolerance levels indicate there were no 
significant problems with multicollinearity. Table 1 displays the intercorrelations, means, 









Summary of Intercorrelations, Means, and Standard Deviations for the Study Variables 
(N = 133) 
             
Measure                1              2             3             4              5             6              7              8 
1. ATSPPH        1.000      -.423*     -.272*     -.169*     .013         .213*      -.095       .394* 
2. MRNI                          1.000         .313*       .290*     .118        -.112        .283*    -.394* 
3. STIGMA                    1.000        .238*    -.280       -.047        .341*     -.134 
4. CMI                                                  1.000     -.049*     -0.19        .290*     -.064 
5. RCOPE                                 1.000       .038        .031        .027 
6. SES                            1.000      -.242*    .370*                 
7. HOPKINS                                             1.000    -.088 
8. AGE                        1.000 
M                     16.24       3.85         6.47       173.93     21.88        2.59      35.48         32.87     
SD   6.26       .971         2.55          33.63      5.12         .978      10.98        14.07 
      
ATSPPH =Attitudes Toward Seeking Professional Psychological Help-Short Form; 
CMI=Cultural Mistrust Inventory; MRNI=Male Role Norms Inventory-Revised; 







     As shown in Table 1, attitudes toward help-seeking were correlated with mental health 
stigma (r = -.272, p < .05), SES (r = .213, p < .05), age (r = .394, p < .05), masculinity (r 
= -.423, p < .05), and cultural mistrust (r = -.169, p < .05).  The strongest correlation was 
the negative correlation between masculinity and help-seeking attitudes. Masculinity and 
mental health stigma were positively significantly correlated (r = .313, p < .05) such that 
as endorsement of masculine traits increases, perceived stigmas surrounding mental 
health treatment increase as well.  Of note, significant positive correlations were found 
between cultural mistrust and masculinity (r = .290, p < .05) as well as cultural mistrust 
and mental health stigma (r = .238, p < .05).  
A hierarchical regression analysis was used to determine whether masculinity, 
cultural mistrust, religious coping, and stigma predicted attitudes toward psychological 
help-seeking after controlling for current psychological distress, SES, and age, and if so, 
which of these variables was most important.  The three control variables were entered 
into the regression in the first step and the four variables of interest were entered into the 
regression equation at the second step.  In the first step, the control variables (age, SES, 
and psychological distress) accounted for a significant amount of variance in help-
seeking attitudes (adjusted R
2 
= .163, F (3, 129) = 8.349, p < .01).  In the second step, 
masculinity, mental health stigma, cultural mistrust, and religious coping were found to 
explain a significant amount of variance in help-seeking attitudes after controlling for 




change = .116, F (4, 
125) = 5.034, p < .01).   Two of the four variables were found to have a significant 
unique influence on attitudes toward help-seeking.  Both masculinity ( = -.276)) and 
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stigma ( = -.179) were significant predictors of attitudes toward help-seeking.   Results 




















Hierarchical Regression Analysis Showing Amount of Unique Variance in Attitudes 




  F  B SE B    
       
Step 1:   .163 8.369** 
 Age   .100 .040 .224*   
 SES    .751 .543  .117 
 HOPKINS     .064  .050 .111 
Step 2  .116 6.902** 
 MRNI    -1.777  .595 -.276** 
 CMI    -.012 .015 -.064 
 RCOPE    -.027 .100 -.022 
 Stigma                           -.439 .219 -.179* 
________________________________________________________________________             
Note. CMI = Cultural Mistrust Inventory; MRNI = Male Role Norms Inventory-Revised; 
RCOPE = Brief RCOPE (religious coping measure); HOPKINS = Hopkins Symptom 
Checklist-21. 










            Discussion 
 The purpose of this study was to examine factors that impact psychological help-
seeking attitudes among African American men.  In particular, this study sought to 
identify which of the variables, masculinity, mental health stigma, cultural mistrust, and 
religious coping, had the greatest impact on help-seeking attitudes within this population. 
Psychological distress, age, and socioeconomic status were used as covariates within the 
model.  It was hypothesized that masculinity, mental health stigma, cultural mistrust, and 
religious coping would all account for a significant portion of the variance in attitudes 
toward help-seeking.  This hypothesis was supported for masculinity and mental health 
stigma.  Cultural mistrust and religious coping were not found to be significant predictors 
of help-seeking attitudes in African American men.  Results and implications of this 
research are presented below.  In addition, limitations of the study are discussed. 
Masculinity 
 
 As hypothesized, masculinity was found to be the largest significant unique 
predictor of help-seeking attitudes among this sample of African American men.  These 
results were consistent with previous research studies that found masculinity to be 
influential in predicting help-seeking behaviors among men (Abreu et al., 2000; O’Neil et 
al., 1995).  Findings were also consistent with the Thompson and Pleck (1986) theory of 
masculine ideology in that men are socialized to acquire traits that typically run counter 




From the results of the current study, it seems that masculine traits are particularly 
strongly endorsed within African American culture. During the initial validation of the 
MRNI-R scale, Levant et al. (2007b) reported the highest levels of masculinity in African 
American men, followed by Asian American men.  Caucasian men were found to have 
the lowest levels of masculinity as measured by this instrument.  The current sample 
found similar mean scores (M = 3.84) to the results of African American men reported in 
the normative sample.  This suggests that African American men are likely to have a 
stronger endorsement of masculine traits. Given the inverse relationship between 
masculinity and attitudes toward help-seeking, this could mean that African American 
men are even less likely than other racial groups of men to consider seeking 
psychological help. Majors and Billson (1992) emphasized how difficult it can be for 
African American men to navigate some of the cultural nuances that become present 
when displaying masculine traits and behaviors. African American males sometimes 
struggle with balancing the messages about what it means to be a man that they receive 
from the dominant culture as well as African American culture.  As a result, African 
American men may engage in such tactics as the “cool pose” as a display of masculinity, 
independence and toughness (Majors & Billson, 1992).  Such masculine behaviors are 
seen as a survival tactic for situations in which African American men feel disempowered 
or oppressed.   
 Another plausible explanation for higher levels of masculinity (and the related 
lower positive attitudes toward help-seeking) is that African American men may tend to 
engage in hypermasculine behaviors. Hypermasculinity is defined as the addition of 
traditional masculine qualities such as aggression and toughness (Spencer, Fegley, 
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Harpalani, & Seaton, 2004). Historically, sociopolitical issues such as the civil rights 
movement and slavery have provided a context for discrimination against the African 
American community.  As a result, the use of masculine traits such as toughness and 
aggression to cope with oppression and prejudice has been adopted.  In many ways, 
masculinity may have emerged as a survival tactic to use during difficult circumstances. 
Perhaps African American men are engaging in survival coping by using 
hypermasculinity to cope with everyday sociocultural pressures.  Hunter and Davis 
(1992) supported this notion in their research findings stating that African American men 
often use hypermasculinity to deal with societal pressures as well as instances of 
emasculation. These findings suggest that masculinity may actually serve as a coping 
strategy, wherein African American men continue to engage in more masculine traits 
when problems arise. As a result, the severity of their problems may be masked by their 
elevated levels of masculinity, impeding their ability to recognize that they may in fact 
need to seek formal help.  
 An interesting discussion about African American masculinity and health has 
been emerging around the self-reliance component of masculinity. While traditionally 
viewed as inhibiting help-seeking attitudes, research has shown that self-reliance can be 
positively related to health behaviors in African American men. Wade (2009) studied the 
relationship between self-reliance and health-related attitudes.  His findings revealed that 
those African American men with high levels of self-reliance were likely to be more 
conscientious and motivated to tend to their health needs.  These findings suggest that if 
African American men engage in more self-reliant behaviors, they are likely to take more 
action-oriented steps toward healthy physical and mental wellness.  Participants within 
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the current sample scored high on the MRNI-R self-reliance subscale (M = 4.6 of a 
possible 7).  In a post-hoc analysis with the current sample, self-reliance correlated 
negatively with attitudes toward help-seeking although the finding did not quite reach 
significance.  While the finding for the current study does not align with Wade’s (2009) 
findings, these results provide some useful information about the role of self-reliance in 
relation to attitudes toward help-seeking.  One plausible explanation for this finding is 
that there may be particular personal characteristics that impact self-reliance as a 
protector against negative help-seeking behaviors.  Such factors as age and responsibility 
to family should be explored as potential traits that impact African American men taking 
more power and control over seeking psychological and medical services.   
Mental Health Stigma 
 Consistent with the research hypothesis, mental health stigma was found to be a 
significant unique predictor of attitudes toward seeking psychological help.  Results 
indicated that as mental health stigma increased, African American men were less likely 
to endorse positive attitudes concerning seeking professional psychological help.    
These significant findings could be related to the way that African American men 
conceptualize mental health stigma.  Corrigan and Watson (2002) introduced the idea of 
social stigma to highlight the negative perceptions associated with mental health 
treatment.  This stigma resulted from viewing mental health treatment as a violation of 
social and cultural norms.  This theory may hold true in the present study.  Almost half of 
the current sample acknowledged having family members or friends who were currently 
or at one point involved in counseling.  However, when asked about personal counseling 
experiences, almost two-thirds of participants reported no prior mental health treatment.  
With the majority of the sample being connected to others who may have participated in 
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mental health treatment, this awareness may have impacted their perceptions of receiving 
psychological services.  
This data is particularly important, as perceived mental health stigma is associated 
with decreased perception of need for counseling (Golberstein et al., 2008).  The 
likelihood of African American men seeking help when they have physical or mental 
health problems is particularly low.  It is important to consider how stigma about 
receiving psychological help might be related to the endorsement of a masculinity 
ideology.  Masculinity accounted for the majority of the variance in attitudes toward 
help-seeking and was correlated (r = .31) with stigma, suggesting some overlap between 
these two constructs.  African American men may perceive an emasculating stigma with 
receiving psychological help, which could account for why social stigma was not as 
strongly predictive of attitudes toward help-seeking as initially hypothesized.  It seems 
likely that endorsing a masculinity ideology includes having quite negative perceptions 
about those who have the "personal weakness or inadequacy," which is the wording of 
one of the stigma items. Future research should continue to investigate the association of 
this instrument with masculinity in African American men as well as how stigma might 
vary based on personal or family member's experiences with counseling. It might also be 
interesting to examine whether stigma about help-seeking differs based on the provider 
(religious leader versus professional psychologist or counselor).  
Cultural Mistrust 
The hypothesis that cultural mistrust would account for a significant portion of the 
variance in help-seeking attitudes was not supported by this research study.  The 
literature suggests that there is a relationship between cultural mistrust and attitudes 
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toward help-seeking.  Higher levels of cultural mistrust are associated with negative 
attitudes toward seeking help (Townes et al., 2009). Indeed, in the current study, there 
was a significant negative correlation between the CMI total scale and the ATSPPH (r = -
.17). However, the CMI was also significantly correlated with masculinity, stigma, and 
current symptoms of psychological distress. Given the strength of the relationship 
between the CMI and these variables, it is possible that masculinity and mental health 
stigma may account for some of the relationship between the underlying cultural mistrust 
that African American men experience and the attitudes toward seeking help.  Perhaps 
there is a cultural component to the elevated masculinity scores endorsed by the present 
sample in that the masculine characteristics do not allow men to be open, forthcoming, or 
easily trusting of others.    
This lack of trust is seen as particularly present when African American men are 
interacting with groups that are different from themselves.  Because the likelihood of 
being treated by an African American male clinician is low, this might increase their 
preconceived negative views about seeking help from a primarily White system.  
Similarly, given the sociopolitical issues faced by African Americans, some of the stigma 
behind seeking mental health treatment is likely exacerbated by cultural mistrust.  For 
instance, Whaley (2001b) found that African Americans were more likely to be 
misdiagnosed when receiving mental health treatment.  The current research might be 
indirectly tapping into underlying fears of being misunderstood and mistreated that has 
characterized the African American health experience.  
It is also possible that the failure of the CMI to predict attitudes toward help 
seeking is a function of the sample or the instrument itself. The sample CMI mean (M = 
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173.9) was lower than those presented in previous research (Duncan, 2003).  These 
findings might reflect that many of the participants are attending predominantly White 
universities, where they are interacting with members of different ethnic groups.  Having 
experienced positive interactions with Caucasian professors, administrators, and 
classmates may account for lower levels of cultural mistrust. 
 A related factor to consider is the utility of the CMI to accurately assess cultural 
mistrust among young adult African American men.  The CMI was created in 1981, and 
is the most widely used instrument to measure cultural mistrust.  However, the results of 
the present study give some reason to believe that this instrument may not measure 
present-day cultural mistrust.  For example, some of the test items reflect the era in which 
the test was constructed.  During this time, the civil rights era was much more recent, and 
African Americans may have been more sensitized to mistreatment by their White 
counterparts.  Some 30 years later, such questions as “Whites deliberately pass laws 
designed to block the progress of blacks” and “When a White teacher asks a Black 
student a question, it is usually to get information that can be used against him or her” do 
not speak to the accomplishments and the progress made in the area of race relations, thus 
discounting some of the sociocultural advances made within our society.  In today’s 
society, different cultural groups find themselves in functional interpersonal relationships 
with one another.  In many ways, societal standards encourage different groups to lean on 
one another during times of distress.  Thus, when considering the help-seeking attitudes 
of African American men, such sociocultural shifts may have influenced this population 
to consider the quality of care rather than the Westernized culture upon which mental 
health treatment was founded.   
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Future research could examine the association between expectations regarding 
healthcare treatment and attitudes toward help-seeking as a more direct way to assess 
how culture and health disparities based on race and socioeconomic status influence help-
seeking. Research could also examine the role of sociocultural influences (i.e., studying 
and working together, visible ethnic or racial minorities in positions of power) in creating 
decreased levels of cultural mistrust among African American men. 
Religious Coping 
 The final variable that was hypothesized to be a significant unique predictor of 
attitudes toward help-seeking in African American men was religious coping.  This 
variable has not been researched as extensively as masculinity, cultural mistrust, or 
mental health stigma.  However, given the high levels of reported religious coping 
strategies (Dunn & Horgas, 2000) among African Americans, this construct was included 
to determine its influence on attitudes toward help-seeking among African Americans 
men. Although most of the participants were not involved in religious activities (e.g., 
Bible study, small groups), RCOPE results found that the majority of the sample did 
identify with engaging in positive religious coping strategies (M = 21.87).  
Pargament et al. (1998) defined two types of religious coping styles, collaborative 
and deferring religious coping.  A deferring religious coping style involves relying on 
God to address stressful events and situations that arise while a collaborative approach 
consists of attempting to work with God in order to gain control over a situation. 
Chatters, Taylor, and Jackson (2008) conducted a study on the spirituality and religiosity 
of male and female African Americans, Caribbean Blacks, and Whites.  The findings for 
the African American males in their study suggested that African American men may 
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engage in a more deferring religious coping style.  Similar to Chatters et al. (2008), the 
present findings support the idea that African American men may be “giving” their 
problems to God (deferring). However, it is important to note that the reliance on positive 
religious coping methods was inversely related to stigma about receiving psychological 
help. This suggests that utilizing faith to cope was also related to more positive views 
about those who experienced psychological distress and sought help.    
 The literature suggests that religious resources (e.g., Bible study, support groups) 
serve as a coping strategy for African Americans (Chatters et al., 2008).  These findings 
are particularly true for those that are attempting to cope with health concerns or issues of 
grief and loss (Koenig et al., 1997).  The current study did not focus on the use of 
spiritual or religious based resources in relationship to attitudes toward help-seeking.  
Future research might examine the relationship between the use of these specific 
resources and formal help-seeking in order to determine if a reliance on these resources 
decreased the likelihood of seeking services from mental health professionals.  
Control Variables of Age, SES, and Current Psychological Distress 
 Although there was not a directional hypothesis made about age as a predictor of 
help-seeking attitudes, when it was included in the model, it was found to be significantly 
related to attitudes toward help-seeking.  Findings revealed that as age increased, more 
positive attitudes toward seeking psychological help emerged.  These findings are 
supported by studies within the literature (Duncan, 2003; Neighbors & Jackson, 1984). It 
is possible that as individuals age, they experience more physical problems and emotional 
stress, which leads them to seek professional services.  Given that the average age of the 
current sample was thirty-two, it is likely that the inverse relationship that was found 
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between age and attitudes toward help-seeking was impacted by the youthfulness of the 
sample.  Since age was found to be a significant predictor of attitudes toward help-
seeking, it may in fact moderate the relationship between help-seeking attitudes and 
masculinity.  Age was also negatively correlated with masculinity, suggesting that men 
are less likely to "buy into" unrealistic expectations for gendered behavior as they gain 
more life experience. Future research should consider exploring these relationships and 
the impact of age on help-seeking attitudes for African American men. 
Socioeconomic status was not found to be related to help-seeking attitudes.  The 
literature has been divided in terms of identifying whether there is a direct relationship 
between SES and help-seeking attitudes.  SES is comprised of a variety of factors 
including age and ethnicity.  In the current sample, SES was positively correlated with 
age.  Given that age was found to be a significant predictor of help-seeking attitudes, 
these results suggest that for the current sample, age may be tapping into a large portion 
of SES.   
Surprisingly, psychological distress did not predict attitudes toward help-seeking 
in this sample of African American men.  While the literature has provided support for 
psychological distress as a predictor of help-seeking, research on African American 
males shows that problem severity does not impact seeking help.  Cooper et al. (2003) 
highlighted that from a cultural perspective, African American males do not believe that 
therapy and psychiatric medications are acceptable forms of treatment.  As a result of 
these engrained cultural beliefs, the severity of psychological distress is not influential in 
determining whether this population will seek treatment.  In addition, because 
masculinity plays such an important role in the identity of African American males, it is 
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seen as a protective factor against seeking help.  Therefore, if African American males 
have “enough” masculinity, this will serve as a buffer for elevated levels of psychological 
distress.    
Limitations 
This study had several limitations that may have impacted the research findings. 
One such limitation involves the diversity of the sample.  It is somewhat difficult to 
generalize the results of this research study, given that the majority of participants were 
college students with relatively high levels of education achieved.  This sample may not 
be representative of African American men from a larger range of educational 
backgrounds or those from a lower socioeconomic status. Another limitation of the 
sampling procedure is that the majority of participants were from the southeastern region 
of the United States.  This does not account for geographical differences among African 
American men. In addition, approximately 20% of the sample was college athletes.  This 
may have particularly increased the overall scores for the MRNI-R.  Additionally, the 
survey that participants completed was quite long and comprehensive, and participants 
may have become fatigued and careless in their responses.  All of the measures were self-
report measures, which were susceptible to random responding or random error.  
There are also some limitations on the instruments used to measure the constructs.  
While the Cultural Mistrust Inventory continues to be the most widely used measure of 
cultural mistrust, results from this sample suggest that this instrument may not account 
for sociocultural advances made since the 1980’s when the instrument was initially 
validated.  This instrument should be validated on younger samples of African American 
men to determine effectiveness of the questions in measuring more present-day issues 
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that impact cultural mistrust.  In addition, while the MRNI-R has been found to have 
good construct validity, this instrument should continue to be validated with African 
American samples.  
Implications for Future Research 
 Masculinity and stigma were significant predictors of attitudes toward help-
seeking for African American men.  These findings are not particularly surprising given 
previous support in the literature for their relationship to help-seeking. The scores on the 
MRNI-R were higher for the sample than those reported for other racial groups, 
suggesting that the stronger endorsement of a masculinity ideology by African American 
men may inhibit feeling that it is acceptable to ask for help.  These findings suggest that 
despite the severity of the problem, African American men are unlikely to seek out the 
mental health services needed.  Furthermore, some of their physical and mental health 
issues may even be masked by their tendency toward hypermasculine traits. Future 
research should explore some of the specific masculinity traits that prevent this 
population from seeking help.  Qualitative research would be useful in determining how 
masculinity is defined within African American culture, particularly the potentially 
culturally unique meaning of the self-reliance aspect of masculinity (Lease et al., 2010), 
as well as understanding how masculinity is used as a coping strategy for stressful 
situations. The mental health stigma results mirror those supported in the literature.  
However, when viewed in conjunction with elevated levels of masculinity, the findings 
suggest that there may be a relationship between masculinity and mental health stigma.  
In addition, a relationship between masculinity, cultural mistrust, and mental health 
stigma exists as well.  African American men may see help-seeking as a failure of 
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masculinity, which then drives the relationship between mental health stigma and help-
seeking. If receiving mental health care is also viewed as going into a White dominated 
system that is not trustworthy, then stigma might be increased. The data suggests that 
future research surrounding the interaction among masculinity, cultural mistrust and 
mental health stigma among African American men may be helpful in teasing out any 
overlap among these variables in predicting attitudes toward help-seeking. 
 The non-significant findings also offer ideas for future research directions.  The 
results of the study did not find a relationship between religious coping and help-seeking 
or cultural mistrust and help-seeking.  Historically, research has found cultural mistrust to 
be a significant predictor of help-seeking attitudes, in that decreased levels of mistrust 
yield higher levels of help-seeking.  However, this did not hold true for the present study. 
Duncan (2003) found that cultural mistrust did not have a significant impact on help-
seeking attitudes.  What this shift in results highlights is that the CMI may not be 
accounting for some of the sociocultural changes that have occurred within the last thirty 
years. This may be particularly true for younger African American men who were raised 
in a more racially and culturally conscious era. Researchers may want to consider 
revising the CMI or developing new measures to reflect some of the cultural shifts that 
have occurred within our society.  It might also to investigate cultural mistrust relative to 
seeking therapy with Caucasian versus other racial group therapists.   
 The relationship between religious coping and help-seeking attitudes has not been 
studied extensively with this population. While research does support that religion and 
spirituality are an important part of African American culture, there is a paucity of 
research pertaining to the role of religious coping strategies among African American 
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men.  The current findings suggest that religious coping is an important coping response 
for African American men, but is not related to formal help-seeking.  Research on 
engagement in formal religious activities (e.g., Bible study, meetings with a Pastor, 
religious support groups) may better account for the relationship between help-seeking 
attitudes and religious coping. Such research may shed light on whether it is the presence 
of religion in one’s life versus their involvement in religious-based activities that serves 
as a protective factor against positive help-seeking attitudes. 
Implications for Clinical Practice 
 The current study provides a glimpse into the help-seeking attitudes of African 
American men and provides some clarity for the underutilization of mental health 
services.  The findings from the present study indicate that African American men are 
likely to avoid mental health treatment.  Given that a large portion of the sample was 
college students, it is important for college counseling center practitioners to recognize 
the variables that are preventing this population from seeking services.  Mental health 
providers should make greater efforts to provide a counseling environment that is 
welcoming to the needs of African American men.  For example, offering African 
American male support groups or even providing psychoeducational classes on mental 
health interventions would likely promote knowledge and pique the interest of African 
American men.  Because mental health services were established from a more 
Westernized culture, it is important to provide therapy options and interventions that are 
geared toward different cultural groups.   
 Practitioners may find that outreach programs are best in reaching this population.  
More aggressive outreach approaches such as organizing psychoeducational seminars for 
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prominent African American community groups or campus organizations would be the 
first step in eliminating some of the mental health stigma that is attached to receiving 
psychological help.  African American men may be more inclined to seek treatment for 
career counseling or health consultations rather than formal psychotherapy.  By bringing 
information to them (as opposed to expecting them to seek services on their own), some 
of the fear behind seeking psychological help is already diminished.   
 In addition to increasing outreach and programming efforts, the presence of 
African American mental health providers has been found to impact utility of therapy 
services (Ridley, 1984).  By increasing the number of ethnic minority and male 
clinicians, potential African American male clients can learn how to appropriately 
express thoughts and emotions from someone of their own race and gender.  Mental 
health training programs should continue to make efforts to actively recruit ethnically 
diverse students. All trainees should be exposed to some of the underlying concerns 
surrounding masculinity and mental health stigma that African American men may bring 
into therapy. Given the lack of help-seeking behaviors among African American men, the 
mental health field must take action in implementing innovative recruitment strategies to 
get this population connected with services. Recruitment materials that feature 
masculinity in their presentation (i.e., ads, masculine role models, slogans that dispel 
stigma, etc.) might be useful in helping to facilitate the help-seeking process.  These 
approaches will in turn dispel some of the negative stigmas associated with seeking help, 





 African American men have some of the highest rates of physical and mental 
health problems, but they also have some of the lowest rates of seeking mental health 
services.  A large part of their underutilization of services is due to their attitudes toward 
help-seeking.  Research suggests that masculinity and stigma are two of the main 
predictors of help-seeking attitudes.  The results of this particular study found that higher 
rates of masculinity and stigma yield more negative attitudes toward help-seeking. In 
addition, results found that as African American men increased in age, they were more 
likely to develop positive help-seeking attitudes.  
These results provide important information for mental health research and 
practice.  Clinicians should identify specific outreach interventions for African American 
men.  With younger African American men less likely to seek professional help, it is 
important that this group receive appropriate mental health information as early as 
possible to begin increasing their utilization of mental health services.   In addition, 
increasing the presence of African American male providers will be useful in tackling 
some of the misconceptions related to masculinity, underlying cultural mistrust, and 
mental health stigma among this population.  Overall, this study contributes to the 
research on the help-seeking attitudes of African American men.  The present findings 
enhance the literature by offering confirmation about masculinity and mental health 
stigma as adversely impacting attitudes toward help-seeking in a sample of African 
American men.  New perspectives about the role of cultural mistrust and religious coping 
are provided.  Ultimately, the mental health field is charged with identifying and 
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implementing unique strategies for increasing help-seeking attitudes and behaviors 
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Dear Research Participant:  
Thank you for taking the time to read about our study. This study is only open to men 
who are age 18 and older who are U.S. citizens currently living in the United States. We are 
interested in investigating men's health attitudes and behaviors. Current research indicates that 
men experience numerous serious health concerns, but often do not obtain treatment. Your 
participation will help us understand the factors that may account for this situation so that health 
professionals may work more effectively with men. We would greatly appreciate your taking 
time from your busy schedule to participate in this study.  
 
Completion of the survey should take approximately 35-45 minutes. If you need to stop before 
you have completed the survey, you will have the option to save your data and return later to 
answer the rest of the questions by clicking on the "Save and continue survey later" link at the 
top of each page. However, it would be better if you could complete it in one sitting. We do 
understand that the survey is lengthy and that is why we provide the option of saving your 
responses and returning to complete the survey at a later time. Due to the complexity of this 
issue, the number of questions was necessary to ensure we are gaining as complete an 
understanding of the topic as possible. We felt it was better to conduct a thorough assessment of 
the issues from the beginning rather than doing a shorter, but incomplete, assessment and then 
needing to approach individuals for additional information at a later time. Some questions may 
sound repetitious; that is the trade-off for using standardized measures that have been previously 
validated rather than designing our own, possibly shorter, set of questions. Although they may 
feel repetitious, they are actually teasing out important differences in the health promoting 
process. Some responses are required because they serve as links for other questions. 
To ensure confidentiality, no personally identifying information will be associated with the 
responses. All analyses will be performed on group data only and confidentiality of data will be 
maintained within the limits allowed by law.  As a token of our appreciation of your time, you 
have the option of receiving a $5.00 gift certificate from either Starbucks or Amazon. After 
completing the survey, you will have the opportunity to provide your e-mail address so that an e-
certificate can be sent to you. Your e-mail contact information will not be connected to your 
survey responses. E-mail addresses will be used solely for awarding of gift certificates. Records 
of e-mails will be destroyed upon the conclusion of the study. No e-mail addresses will be 
shared, sold, or distributed in any way. 
The results of this research may be published. However, no participant will be identified by 
specific description in any such publication. Your participation in this research study is 
completely voluntary and you may withdraw from participation at any time without 
consequence. Finally, there are no known risks associated with participation in this study beyond 
those encountered in everyday life. There is no compensation for participating in this study other 
than the gift certificate opportunity. The University of Memphis does not have any funds 
budgeted for compensation for injury, damages, or other expenses.  
If you have any questions about this study, please call/e-mail the principle investigators: Kristie 
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Fleming, M.S. at (540) 421-0648, or Suzanne H. Lease, Ph.D., slease@memphis.edu.  If you 
have additional questions regarding research rights, Jacqueline Y. Reid, Administrator for the 
Institutional Review Board for the Protection of Human Subjects may be contacted at (901) 678-
2533.  
Your completion and submission of the questionnaire indicates that you have read the informed 
consent letter, that you have been informed that your data will remain confidential within limits 
allowed by law, that you will allow the researchers to include your data in the aggregate data set, 
and that you understand you may withdraw from the study at any time without consequence. 
Please read the questions carefully as the response options for the questions do change depending 
on the question. Thank you again for your time and participation. 
Sincerely,  
 
Kristie M. Fleming, M.S. , Doctoral Candidate  





















1. Your Age:  
 
2. Gender  




3. Which of the following best describes your ethnicity? 
o African American 
o Asian American 
o Caucasian 
o Latino/Latina 
o Native American 
o Biracial/Multiracial: ____________ 
o Other: _______________________ 
 
4. Which of the following best describes your highest level of education? 
o High school 
o Some college 
o Vocational  or Associates of Arts (2-year) degree 
o 4-year degree 
o Graduate work  






5.  Which of the following best describes your current employment? 
o Full Time Employed, Not Enrolled as Student 
o Part Time Employed, Not Enrolled as Student 
o Unemployed, Not Enrolled as Student 
o Enrolled as Student, Not Employed 
o Enrolled as Student and Employed Part or Full Time 
 
6. Are you a 
 College Freshman 
 College Sophomore 
 College Junior 
 College Senior 
  Graduate Student 
 Other _______________________ 
 
 
7.  Which of the following best describes your current income level in U.S. dollars? 
o Lower Class 
o Lower Middle Class 
o Middle Class 
o Upper-Middle Class 
o Upper Class 
 













9.   How would you describe your religious affiliation?  
o No Religious Affiliation 
o Atheist 
o Baha'i Faith 
o Buddhism 
o Catholicism 
o Christian (Please specify denomination below) 
o Confucianism 
o Hinduism 
o Jehovah’s Witness 
o Judaism 







10. Please list your specific denomination or please identify yourself as non-
denominational.  
 
11.    Have you had any pervious counseling experience with a mental health 
professional? 
_______ yes  _______ no 
 
12.   If yes, how long? 
 
13.   Are you currently in counseling? 
 





14.   Has a family member or friend ever received mental health services? 
 
_____yes  ______no 
 
14.    Have you had any pervious counseling experience with a clergy member or other 
religious group leader? 
_______ yes  _______ no 
 
15.    Are you involved in a religious and/or spiritual support group (for example, prayer 
group, scripture study group, clergy-led support group)? 
 
_____yes  ______no   
 






















Attitudes Toward Seeking Professional Psychological Help-Short Form 
Please complete the questionnaire by circling the number which indicates your level of 
agreement or disagreement with each statement. Give only one answer for each 
statement. 
                 Somewhat  Somewhat                        
Disagree   Disagree      Agree        Agree      
     0                1                 2               3            
 
1.  If I believed I was having a mental breakdown, my first inclination would be 
professional attention. 
2. The idea of talking about problems with a psychologist strikes me as a poor way 
to get rid of emotional conflicts. 
3. If I were experiencing a serious emotional crisis at this point in my life, I would 
be confident that I could find relief in psychotherapy. 
4. There is something admirable in the attitudes of a person who is willing to cope 
with his or her conflicts and fears without resorting to professional help. 
5. I would want to get psychological help if I were worried or upset for a long period 
of time. 
6. I might want to have psychological counseling in the future.   
7. A person with an emotional problem is not likely to solve it alone; her or she is 
likely to solve it with professional help. 
8. Considering the time and expense involved in psychotherapy, it would have 
doubtful value for a person like me. 
9. A person should work out his or her own problems; getting psychological 
counseling would be a last resort. 








Hopkins Symptom Checklist (HSC-21) 
Rate the severity of symptoms that you have experienced within the past seven days 
 Not at                                                              
   All         Slightly      Moderately        Extremely     
     0                  1              2                        3              
 
1.  Difficulty in speaking when you’re excited 
2. Trouble remembering things 
3. Worried about sloppiness of carelessness 
4. Blaming yourself for things 
5. Pains in the lower part of your back 
6. Feeling lonely 
7. Feeling blue 
8. Your feelings being easily hurt 
9. Feeling others do not understand you or are unsympathetic 
10. Feeling that people are unfriendly or dislike you 
11. Having to do things very slowly in order to be sure you’re doing them right 
12. Feeling inferior to others 
13. Soreness of your muscles 
14. Having to check and double check what you do 
15. Hot or cold spells 
16. Your mind going blank 
17. Numbness or tingling in parts of your body 
18. A lump in your throat 
19. Trouble concentrating 
20. Weakness in parts of your body 










Male Role Norms Inventory-Revised (MRNI-R) 
Please complete the questionnaire by circling the number which indicates your level of 
agreement or disagreement with each statement. Give only one answer for each 
statement. 
Strongly     Slightly                        No         Slightly                   Strongly 
Disagree   Disagree   Disagree    Opinion     Agree        Agree     Agree 
     1                  2             3                 4              5                 6               7 
1. Homosexuals should never marry. 
2. The President of the US should always be a man. 
3. Men should be the leader in any group. 
4. A man should be able to perform his job even if he is physically hurt. 
5. Men should not talk with a lisp because this is a sign of being gay. 
6. Men should not wear make-up, cover-up or bronzer. 
7. Men should watch football games instead of soap operas. 
8. All homosexual bars should be close down. 
9. Men should not be interested in talk shows such as Oprah. 
10. Men should excel at contact sports. 
1I. Boys should play with action figures not dolls, 
12. Men should not borrow money from friends or family members. 
13. Men should have home improvement skills. 
14. Men should be able to fix most things around the house. 
15. A man should prefer watching action movies to reading romantic novels. 
16. Men should always like to have sex. 
17. Homosexuals should not be allowed to serve in the military. 
18. Men should never compliment or flirt with another male. 
19. Boys should prefer to play with trucks rather than dolls. 
20. A man should not turn down sex. 
21. A man should always be the boss. 
22. A man should provide the discipline in the family. 
23. Men should never hold hands or show affection toward another. 
24. It is ok for a man to use any and all means to "convince" a woman to have sex. 
25. Homosexuals should never kiss in public. 
26. A man should avoid holding his wife's purse at all times. 
27. A man must be able to make his own way in the world. 
28. Men should always take the initiative when it comes to sex. 
29. A man should never count on someone else to get the job done. 
30. Boys should not throw baseballs like girls. 
31. A man should not react when other people cry. 
32. A man should not continue a friendship with another man if he finds out that the other 
man is homosexual. 
33. Being a little down in the dumps is not a good reason for a man to act depressed. 
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34. If another man flirts with the women accompanying a man, this is a serious 
provocation and the man should respond with aggression. 
35. Boys should be encouraged to find a means of demonstrating physical prowess. 
36. A man should know how to repair his car if it should break down. 
37. Homosexuals should be barred from the teaching profession. 
38. A man should never admit when others hurt his feelings. 
39. Men should get up to investigate if there is a strange noise in the house at night. 
40. A man shouldn't bother with sex unless he can achieve an orgasm. 
41. Men should be detached in emotionally charged situations. 
42. It is important for a man to take risks, even if he might get hurt. 
43. A man should always be ready for sex. 
44. A man should always be the major provider in his family. 
45. When the going gets tough, men should get tough. 
46. I might find it a little silly or embarrassing if a male friend of mine cried over a sad 
love story. 
47. Fathers should teach their sons to mask fear. 
48. I think a young man should try to be physically tough, even if he's not big. 
49. In a group, it is up to the men to get things organized and moving ahead. 
50. One should not be able to tell how a man is feeling by looking at his face. 
51. Men should make the final decision involving money. 
52. It is disappointing to learn that a famous athlete is gay. 






Stigma Scale for Receiving Psychological Help  
Please complete the questionnaire by circling the number which indicates your level of 
agreement or disagreement with each statement. Give only one answer for each 
statement. 
 Strongly                                       Strongly                       
Disagree   Disagree      Agree        Agree      
     0                  1             2                3              
 
1.  Seeing a psychologist for emotional or interpersonal problems carries social 
stigma. 
2. It is a sign of personal weakness or inadequacy to see a psychologist for 
emotional or interpersonal problems. 
3. People will see a person in a less favorable way if they come to know that he/she 
has seen a psychologist. 
4. It is advisable for a person to hide from people that he/she has seen a 
psychologist. 















Brief RCOPE  
Please complete the questionnaire by circling the number which indicates how often you 
have done the following.  Give only one answer for each statement. 
                                                    
Not at All     Somewhat      Quite a Bit       A Great Deal    
     1                  2                     3                        4              
1. Looked for a stronger connection with God. 
2. Sought God's love and care. 
3. Sought help from God in letting go of my anger. 
4. Tried to put my plans into action together with God. 
5. Tried to see how God might be trying to strengthen me in this situation. 
6. Asked for forgiveness of my sins. 
7. Focused on religion to stop worrying about my problems. 
8. Wondered whether God had abandoned me. 
9. Felt punished by God for my lack of devotion. 
10. Wondered what I did for God to punish me. 
11. Questioned God's love for me. 
12. Wondered whether my church had abandoned me. 
13. Decided the devil made this happen. 








The Cultural Mistrust Inventory 
 
Responses are on a seven-point scale ranging from strongly disagree to strongly agree 
 
1) *Whites are usually fair to all people regardless of race.  
2) White teachers teach subjects so that they favor whites.  
3) White teachers are more likely to slant the subject matter to make blacks look inferior.  
4) White teachers deliberately ask black students questions which are difficult so they 
will fail.  
5) There is no need for a black person to work hard to get ahead financially because 
whites will take what you earn anyway.  
6) *Black citizens can rely on white lawyers to defend them to the best of their ability.  
7) Black parents should teach their children not to trust white teachers.  
8) White politicians will promise blacks a lot but deliver little.  
9) White policemen will slant a story to make blacks appear guilty.  
10) *White politicians usually can be relied on to keep the promises they make to blacks.  
11) Blacks should be suspicious of a white person who tries to be friendly.  
12) *Whether you should trust a person or not is not based on his race.  
13) Probably the biggest reason whites want to be friendly with blacks is so they can take 
advantage of them.  
14) *A black person can usually trust his or her white co-workers.  
15) If a white person is honest in dealing with blacks, it is because of fear of being 
caught.  
16) A black person cannot trust a white judge to evaluate him or her fairly.  
17) *A black person can feel comfortable making a deal with a white person simply by a 
handshake.  
18) Whites deliberately pass laws designed to block the progress of blacks.  
19) *There are some whites who are trustworthy enough to have as close friends.  
20) Blacks should not have anything to do with whites since they cannot be trusted.  
21) It is best for blacks to be on their guard when among whites  
22) Of all ethnic groups, whites are really the Indian-givers.  
23) *White friends are least likely to break their promise.  
24) Blacks should be cautious about what they say in the presence of whites since whites 
will try to use it against them.  
25) Whites can rarely be counted on to do what they say.  
26) *Whites are usually honest with blacks.  
27) *Whites are as trustworthy as members of any other ethnic group.  
28) Whites will say one thing and do another.  
29) White politicians will take advantage of blacks every chance they get.  
30) When a white teacher asks a black student a question, it is usually to get information 
that can be used against him or her.  
31) *White policemen can be relied on to exert an effort to apprehend those who commit 
crimes 
against blacks.  
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32) *Black students can talk to a white teacher in confidence without fear that the teacher 
will use it against him or her later.  
33) *Whites will usually keep their word.  
34) *White policemen usually do not try to trick blacks into admitting they committed a 
crime that they 
did not do.  
35) *There is no need for blacks to be more cautious with white businessmen than with 
anyone else.  
36) *There are some white businessmen who are honest in business transactions with 
blacks.  
37) White storeowners, salesmen, and other white businessmen tend to cheat blacks 
whenever they can.  
38) Since whites can’t be trusted in business, the old saying “one in the hand is worth two 
in the bush” is a good policy to follow. 
39) Whites who establish businesses in black communities do so only so that they can 
take advantage of blacks.  
40) White politicians have often deceived blacks.  
41) *White politicians are equally honest with blacks and whites.  
42) Blacks should not confide in whites because they will use it against you.  
43) *A black person can loan money to a white person and feel confident it will be 
repaid.  
44) *White businessmen usually will not try to cheat blacks.  
45) White business executives will steal the ideas of their black employees.  
46) A promise from a white is about as good as a three dollar bill.  
47) Blacks should be suspicious of advice given by white politicians.  
48) *If a black student tries, he will get the grade he deserves from a white teacher.  
 
*Items are reverse-scored 
  
 
